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A hearing aid in a bureau drawer Se 


doesn't help your patient to hear. 
He must wear it. 


He will wear it if it helps 
him to hear better. 


He will hear better if the hearing aid is fitted to 
his individual pattern of hearing loss, as deter- 
mined by audiometric and other tests. If he just 
picks up a hearing aid on his own limited judg- 
ment, the chances are that he won't get one suited 
to the characteristics of his individual case. 

You can help him choose an aid which will 
overcome his hearing defects by giving him an 
audiometric or other test) to determine the type 
and extent of his hearing defect. 

If you haven't the time to do this, Sonoront 
will be glad to help you. Sonorone has trained 
Hearing Aid Consultants who will cheerfully make 
an audiometric test and then report to vou. More- 
over, SONOTONE provides several hundred possi- 


ble combinations of carefully selected elements to 
produce a personal hearing aid to fit a particular 
pattern of deafness. In addition, SonorONE pro- 
vides continued conscientious follow-up that will 
insure your patient’s getting continued hearing 
value from his investment. 

Let Sonorone help your patient select a hear- 
ing aid which will give him good hearing. 


Current SONOTONE Hearing Aid Models 
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DIFFERENCE LIMEN AND RECRUITMENT 


J. HIRSH, Ph.D. 
ST. LOUIS 
TAUNO PALVA, M.D. 


TURKU, FINLAND 
AND 


ALLAN GOODMAN, Ph.D. 
ST. LOUIS 


HE NEED for the measurement of recruitment is apparent in the speed with 
which “recruitment tests” have been provided by manufacturers of audiometers 


and are incorporated in clinical routines, even before sufficient validating work has 


been done. This need presumably arises in connection with diagnosis. No one 
doubts by now that the presence of recruitment is indicative of a nonconductive hear- 
ing loss. kurthermure, if the thesis of Dix, Hallpike, and Hood! is substantiated, 


even finer diagnoses can distinguish between cochlear and retrocochlear pathologies. 


Recruitment is defined primarily as a more-rapid-than-normal increase in sub- 


jective loudness for a given increase in physical intensity. It is most readily explored, 
according to this definition, by the binaural loudness balance, described originally by 
Fowler.* In this technique one measures the intensities of two tones (one presented to 
the left, the other to the right ear) when the listener reports that they sound equally 
loud. Recruitment is present when two such intensities are far apart at low levels 
but approach equality at the higher levels. In cases in which the hearing loss is 
nearly the same in the two ears, it is still possible to study recruitment by comparing 
the growth of loudness of two different frequencies on the same ear (Reger *). 

It is our impression that workers have abandoned these two techniques too 


quickly, before trying them adequately, assuming that they would be too complicated 
for most patients. It is not true, for example, that the Fowler technique requires 


one normal ear; rather, it requires only that there be a substantial difference in hear- 


ing loss between the two ears at a given frequency. Furthermore, the monaural 


loudness balance between two frequencies of Reger does not require that there be 


no hearing loss for one of the frequencies ; rather again, it is required only that there 


be a substantial difference in hearing loss on the same ear for the two test frequencies. 


One of the major nonquantitative results of our study to be reported is that it is 


almost always possible to use one of these two basic loudness-balance techniques to 


establish whether or not recruitment is present. 


Dr. Palva was Visiting International Rotary Fellow, from the Department of Otolaryngol 


ogy, University of Turku. 

From the Department of Otolaryngology, Washington University School of Medicine and 
Central Institute for the Deaf. This study was supported by the Hofheimer Audiology Labora- 
tory and a grant (B-243) from the National Institute of Neurological Diseases and Blindness 
of the National Institutes of Health. 
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INDIRECT MEASURES OF RECRUITMENT 

Some workers have found the techniques of loudness balance to be unfeasible in 
clinical routine and have sought, therefore, to devise more practicable techniques, 
which, while not yielding recruitment results directly, are claimed to be indirect 
measures of the same thing. These techniques have involved measurements of audi- 
tory fatigue, masking, speech discrimination, the ratio of classic speech distance to 
whisper distance, and differential sensitivity to intensity. (Reviews of these tech- 
niques are presented by Egan,‘ Harris,° and Hirsh.) It is this last indirect measure 


that we wish to consider in detail. 


AssUMPTIONS UNDERLYING UsE OF THE DIFFERENCE LIMEN 

To measure differential sensitivity to intensity, one must present to the listener 
a sound pattern in which two tones, identical in frequency, are varied with respect 
to the difference between their intensities. The smallest difference between the two 
intensities that can be discriminated is referred to as the difference limen (DL). 
The special claims made for the relation between the DL and recruitment are con- 
sidered in the next paragraph. We should note here, however, two important 
assumptions that are basic to this relation. First, it is assumed that since the loud- 
ness change corresponding to a given intensity change is much greater in a recruit- 
ing patient, the sensitivity to changes in intensity must be better, i. e., the DL must 
be smaller. In a following section we will show that this assumption need not be 
true. Second, since the classic data on differential sensitivity show that the size of the 
DL in normal persons decreases as the intensity at which it is measured is increased, 
it is assumed that the DL at a given intensity will be smaller for a recruiting patient 
than for a nonrecruiting patient, because the loudness associated with that intensity 
by the recruiting patient is greater. Here the relation between the DL and loudness 
is considered to be more significant than the relation between the DL and intensity. 


Brier Review or Tests 

Békésy Audiometer.—In 1947 Békésy* described a new audiometer in which 
automatic machinery provides for a slow continuous change in the test frequency 
from low to high and a continuous change in the intensity of the test tone—increas- 
ing when the listener pushes a button and decreasing when he releases it. This 
changing intensity of the test tone is graphically recorded as a function of frequency, 
and the excursion between the just-heard and the just-not-heard intensity gives an 
indication of the listener’s variability about his absolute threshold. Békésy showed 
that very small variability was associated with recruitment. The variability or zone 
of uncertainty thus recorded was interpreted as an extrapolated measure of the DL 
at threshold. 

Amplitude Modulation—A year later Liischer and Zwislocki * published their 


first paper on the measurement of differential sensitivity with a tone whose intensity 
was alternated between two levels by an amplitude modulator. This was a modifi- 
cation of the technique originally used by Riesz '° to establish the now classic data 
on normal differential sensitivity to intensity change. The main difference between 
the two techniques lies in the pattern of modulation used. In the experiment of 


* References 8 and 9. 
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Riesz the intensity changed sinusoidally, while in the technique of Luscher and 
Zwislocki the intensity changes quite abruptly. The modulation patterns are shown 
in Figure 1. The normal data of Ltischer and Zwislocki compare well with those 
of Riesz (Fig. 2), being large at the low intensities and becoming smaller at the 


high intensities. 


For clinical use Liischer and Zwislocki recommend that this measurement of the 
DL be made at 40 db. above the listener’s threshold, the reason being that above 40 
db, sensation level the DL does not change substantially if intensity is increased 


further, nor does it change much with frequency. A summary of the papers of 
Luscher and Zwislocki,¢ Lischer,'? and Luscher and Ermanni '* indicates that at 40 
db. sensation level a normal DL would lie between 10 and 16% pressure modulation, 


a partially recruiting DL would lie somewhere between 6 and 8%, and a complete 


RIESZ, DOERFLER 


LUSCHER -Z2WISLOCK! 


JERGER 


OIMMICK-OLSON 


+ 1700 390 1709 


HIRSH-PALVA-GOODMAN 


PRESSURE AMPLITUDE 


2000 22 24 26 KHOOR 


TIME (MILLISECONDS) 


34 4000 


Fig. 1—Pattern of amplitude change used in six studies of the difference limen. The three 
graphs on top show d:tferent amplitude-modulation techniques, while the three bottom ones 
show differences in time pattern among the discrete-tone techniques. All patterns are drawn 
to the same time scale. 


x 

recruitment would be indicated by a DL of less than 6%. These percentage values 
are equal to 100 ’  Riesz’s results, expressed in decibels, are related to the per- | 


centage values in the following way: DL (db.) = 20 logi pain + OP Riesz for 
. example, referred his p to the smaller intensity, and thus the formula for the upper 
curve of Figure 3 applies to the two levels expressed as p + A p (the larger) and p 
(the smaller). Liischer and Zwislocki, however, refer their A p to the larger ampli- 
. tude, and thus their formula for the lower curve in Figure 2 applies to the ratio in 
reverse, with levels expressed as p—-Ap (the smaller) and p (the larger). We 


shall avoid ambiguity by designating the larger and smaller levels as Pmax and Pmin. 


The graphs in Figure 3 relate the two types of measures. 
+ References 8, 9, and 11. 
t Some confusion has arisen because various authors have used different reference pressures 
\p 


for the denominator of the ratio 
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The first papers of Luscher and Zwislocki § presented only typical samples of 
their work, but a larger sample of patients was reported by Liischer and Ermanni. * 
The ranges of modulation associated with no recruitment, partial recruitment, and 
complete recruitment given above are shown to be significant in this stu.’ 7, only in 
the sense that they coincide with certain diagnostic categories. The DL was not 
compared directly with a loudness balance. For example, the normal DL is found 
in conductive deafness and in retrocochlear lesions. Cochlear pathologies are associ- 
ated with a small DL, and some cases with an abnormally large DL are diagnosed as 
psychogenic. 

Since the relation between the DL and recruitment was only assumed on the 
basis of coincidence in these diagnostic categories, a validation study was performed 


HEARING LOSS 
NONRECR. RECR 


RIESZ 


OimMicK 
OLSON 


DOERFLER 
DENES- 
o---—O &---—8 NAUNTON 


MIRSH-PALVA- 


JERGER (15 08) 


ZWISLOCKI 


2 
2 
Z 
nd 
ra) 


50 
SENSATION LEVEL (DB) 


Fig. 2.—Size of the difference limen as a function of sensation level. These data, drawn from 
the studies indicated in the key, are concerned either with 1,000 cps or with an average of 
several frequencies. 


by Neuberger '* in which measurements of the DL were compared with measure- 
ments of recruitment by loudness-balance techniques. In general it was shown that 
the abnormally small DL went along with recruitment when the DL was measured 
at 40 db. sensation level. Both Luscher and Ermanni '* and Neuberger ** point out 
further that this DL is similarly related to recruitment at lower sensation levels, 
but this contention is not supported so well by Neuberger’s data. 

A more extensive study was reported by Zéllner and Hahlbrock.|| Particularly 
in the second part of this study, which included a variety of nonconductive hearing 


§ References 8 and 9. 
|| References 15 and 16. 
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losses, we find that the DL’s are all quite large compared with those predicted by 
Liischer and Zwislocki. Even in cases with recruitment, the DL’s are as large as 
normal, and, therefore in spite of these authors’ unwillingness to contradict bluntly 
the claims of their predecessors, the study on the whole does not support a clear rela- 
tion between a small DL and recruitment. There is some indication in this study also 
that an abnormally large DL may be diagnostically significant. 

Other validation studies by Lidén and Nilsson '’ and by Lund-Iversen ** present 
negative results. The chief complaint of Lidén and Nilsson is that the range of DL 
values, both in normal subjects and in patients, is too large to assign certain values 
to different diagnosis. Lund-Iversen compared the DI. measurement with recruit- 
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Fig. 3.—Relation between DL in percentage and DL in decibels. The upper curve and formula 
are concerned with the relation between amplitude change and the lower amplitude, while the 
lower curve and formula relate the amplitude change to the higher amplitude. 


ment results from loudness-balance tests. Whereas the diagnostic categories could 
be easily differentiated on the basis of loudness-balance results, the DL. measure 
ments were equivocal and more or less the same irom group to group. 


At about the same time Doerfler ’* compared the differential sensitivity of a 
group of normal subjects with that of a group of patients with perceptive deafness, 
the latter group consisting of many types of hearing loss that were nonconductive and 
presumably including both recruiting and nonrecruiting ears. He employed the 
sinusoidal modulation of Riesz by putting two tones together and showed that the 
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DL for patients was always between 0.5 and 0.1 db. lower than that of the normal 
subjects. Doerfler’s results may be interpreted as having something to do with the 
matter of sensation level in the two groups, but does not directly suggest a relation 
between the DL and recruitment, unless there was a predominance of recruitment 
cases in his patient group. No loudness-balance tests were performed, however, and 
thus this sampling bias cannot be ascertained. 


A modification of the Liischer-Zwislocki technique was published by Jerger.”° 
Two features characterize the essential differences between the two techniques. 
First, Jerger measured the DL at 15 db. sensation level instead of 40 db. Second, 
whereas Liischer and Zwislocki permitted a rapid change between the modulated 
and unmodulated tones, Jerger made a gradual transition from no modulation to that 
value that appears to be pulsing. Measurement at the lower sensation level was pre- 
ferred on the assumption that the loudness is changing most rapidly at lower levels 
and on the observation that, with severe hearing loss, one can not present tones as 
high as 40 db. above threshold. Jerger ** modified his technique in 1953, to the extent 
that he now considers the absolute size of the DL at 15 db. to be less important 
than the relation between the DL at 10 and at 40 db. This is in line with the pro- 
posal made by Denes and Naunton ** to be considered presently. 


Comparison of Two Tones.—The techniques described thus far have in common 
a tone whose amplitude is continuously changed about two or three times per 
second, Although this is the measure used by Riesz, it appears to be, at best, a 
degenerate example of the DL. According to most definitions of the DL for 
intensity, a listener should compare two tones that differ with respect to intensity 
and judge whether they have the same or different loudness. Normal data for 
such judgments have been provided by Dimmick and Olson,?* by Garner and 
Miller,** and by Garner.*®. Clinical use of such a DL technique was first proposed 
by Denes and Naunton.** Instead of modulating the amplitude of a tone, they 
alternate two tones of different amplitude, each tone of 1.7 seconds duration, with 
an intertone interval of 0.33 second. Their stimulus pattern is shown in Figure 1. 
The difference between the amplitudes of the two tones is reduced until the listener 
reports that they are equal, or it is increased until the listener reports that they 
are different. The validation of their contention that the DL decreases with 
intensity for nonrecruiting ears but either increases or remains constant with 
intensity for recruiting ears is given by comparison with results on loudness 
balance. Their claim is certainly not denied by their results, but neither is it 
confirmed as fully as they might have hoped. 


Several contradictions between the results and thesis of Denes and Naunton 
and those of other authors should be pointed out, although they may not be too 
serious, because the techniques involved are so different. First, the important 
difference between the Denes-Naunton DL for recruitment and that for nonrecruit- 
ment lies at the low intensities, as it does for Jerger,*! while the data of Neuberger ™* 
show this relation to be less tenable than that for 40 db. sensation level. Further- 
more, some of the DL values of Denes and Naunton 2? obtained at 44 db. sensation 
level in recruiting cases are higher than those obtained for conductive cases, a 
result that completely contradicts the results of Liischer and Zwislocki and of other 
authors who have tested at 40 db. sensation level. 
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DIFFERENCE LIMEN AND RECRUITMENT 
THEORETICAL CONSIDERATIONS 


DEPENDENCE OF DIFFERENCE LIMEN ON TECHNIQUE 


It should be clear by now that we can not speak of or raeasure “the difference 
limen.” Any measure of differential sensitivity will depend upon the techniques 
used to measure it. This is further complicated by the fact that we do not have 
simply two techniques, one for amplitude modulation and the other for two-tone 
comparison. Rather, we have many techniques, because the patterns of amplitude 
modulation are not all the same, nor are the time relations in the two-tone com- 
parison study the same. And we cannot assume that these small differences would 
have nothing to do with the measures obtained. For example, in 1935, Mont- 
gomery *° showed that the DL for one normal subject in a two-tone comparison 
was 0.8 db. for a 1,000-cps, 40-db. tone when the two tones were separated by 
an interval of 0.5 second. When this interval was eliminated, the DL decreased 
to 0.6 db. When more than one two-tone comparison was allowed, the DL decreased 
to 0.4 db. When the subject himself controiled a switch that turned one or the 
other tone on, the DL went down to 0.2 db. The same subject gave a DL of 0.5 
db. when the Riesz technique of sinusoidal modulation was employed. In_per- 
centage terms, these particular variations in technique account for a range of 


about 10%. 


Lischer and Zwislocki and others have emphasized that the change in the 
modulated amplitude of the tone must be abrupt (of the order of 50 milliseconds ) 
in order for these measures to be related meaningfully to recruitment. This require- 
ment is probably met in the technique of Jerger (Fig. 1), and it may be that the 
negative results of Lidén and Nilsson and of Lund-Iversen contain some measures 
in which the amplitude was not changed abruptly enough.{ These negative studies 
have employed the Peters SD-2 audiometer, however, and at least that model 
available to us in St. Louis produces an amplitude-modulation pattern like that 
recommended by Luscher and Zwislocki. Since the two-tone comparison yields so 
much larger normal DL’s than those of Riesz, it is not surprising that the results of 
Denes and Naunton do not quite fit with those derived from the modulation 
techniques. 

RELATION BETWEEN DIFFERENCE LIMEN AND LOUDNESS 


Let us now take up the first assumption mentioned above, which predicts that 
the DL for intensity should be smaller than normal in recruiting patients, because 
the loudness is changing more rapidly than normal. It is interesting that this 
assumption, originally and erroneously made by G. T. Fechner some 100 years 
ago, should now reappear in clinical application. This assumption would predict 
that a tone which is 40 DL’s or just noticeable differences above the absolute 
threshold should sound twice as loud as a tone 20 DL’s above absolute threshold, 
because there are twice as many discriminable steps in the former as in the latter. 
Newman *’ made such comparison directly and showed that twice loudness is not 
equal to twice as many DL’s. Just because a given intensity change represents 


{| It has been pointed out, for example, that if the beat technique of Riesz is used (in which 
the amplitude is changed sinusoidally) the differences between recruiting and nonrecruiting 
patients will not be obtained. 
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a bigger loudness change for a recruiting patient than it does for a nonrecruiting 


patient, it does not necessarily follow that this intensity change is more easily 


detected or contains the same number of discriminable steps for the two. 


Further support for negating this assumption can be given by observing that 


in normal hearing the loudness for low tones increases more rapidly than does the 


loudness for middle-frequency tones; but the DL for low tones is larger, not 


smaller, than it is for middle-frequency tones! lIurthermore, the function that 


relates loudness to intensity goes up rapidly at low intensities and then less rapidly 


at high intensities. If the above-stated assumption were true, then the DI. should 


be small at low intensities and large at high intensities, but as a matter of experi- 


mental fact it is just the opposite ! 


sefore leaving this point, we must mention that the questionable status of this 


assumption has little to do with the observations of Békésy,’ since it is our conten- 


tion that he has not measured a difference limen but rather the variability about 


the absolute threshold. Small variability indicates that, as the intensity of a tone 


increases, its audibility (i. e., the percentage of times it is responded to) goes up 


rapidly, whereas large variability is associated with a relation between audibility 


and intensity that is much slower. There is no direct evidence to suygest that audi- 


bility and loudness are not related ; indeed, one would suspect intuitively that there 


should be a high correlation. Thus on theoretical grounds alone, there need not be 


any relation between recruitment and any of the DL tests proposed except that of 


Békeésy, which we do not consider a true measure of any DL. 


DIFFERENCE LIMEN AND SPEECH DISCRIMINATION 


In spite of the fact that knowledge about the perception of speech has grown 
tremendously over the past 100 years, it is still impossible to state what auditory 


capacities are necessary and sufficient for good speech discrimination. We would 


suspect, however, that one must be able to hear small and rapid changes in intensity, 


in fundamental frequency, and in spectrum in order to be able to distinguish one 


speech sound from another. A simple extension of this expectation would predict 


that the smaller the difference limen the better the speech discrimination, other 


things being equal. Unfortunately, this is just contrary to the clinic”! facts that have 


been reported by Huizing and Reyntjes,** by Palva,*® by Dix, Hallpike, and Hood,*° 


and by Eby and Williams.*' These four studies have shown that the discrimination 


of speech increases as the intensity at which the speech is presented is increased. In 


nonrecruiting cases this increase continues until the intelligibility reaches nearly 


100%, but in recruiting cases the discrimination reaches a maximum of considerably 


less than 100% and then never goes higher even though the intensity is further 


increased, and apparently in many cases # goes down again as the intensity increases. 


These cases that show poor speech discrimination at high intensities ave the ones 


that are supposed to have smail difference limens and therefore a high ability to 


detect small changes in intensity. The present study, about to be reported, is con- 


cerned with both the relation between the difference limen and recruitment and the 


relation between speech discrimination and recruitment. 


# References 28 and 29. 
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PRESENT STUDY 


Our own experimeats were designed to explore what relations obtain among 
results of loudness balance, speech tests, and the difference limen for intensity, 


measured by a two-tone comparison. 


PROCEDURES 


Speech Tests—Hearing loss for speech was measured with the CID Auditory 


Test W-2, a set of recordings of English spondaic words whose intensity decreases 


automatically on the record (Hirsh and co-workers **). The numbers given under 


hearing loss for speech in Table 1 represent the difference in decibels between the 


intensity required by the patient and the intensity required by a normal listener to 


hear 50% of such words. 
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Fig. 4.—Block diagrams to illustrate arrangement of equipment for measuring (1) difference 
limen, (2) recruitment by binaural loudness balance, (3) recruitment by monaural loudness 
balance, and (4) binaural diplacusis. 


Speech discrimination scores were obtained by presenting PB lists, each consist- 
ing of 50 difficult monosyllabic words, at a relatively high level. Whenever possible, 
the speech discrimination score was measured at a level at least 40 db. above the 
patient’s threshold for speech. When this criterion yielded a sound pressure level 
greater than 120 db. or one that the patient would not tolerate, a lower level was 
used. When the discrimination score (percentage of monosyllabic words heard cor- 
rectly at this level) was low, an additional determination was made at a level of 10 


or 20 db. above the speech threshold. 


Loudness-Balance Tests.—The loudness-balance test employed the equipment 
diagrammed in Figure 4. The basic unit is an electronic two-channel switch. One 
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channel is fed by a General Radio Beat-Frequency Oscillator (713B), and the other 
by a Hewlett-Packard Audio Oscillator (Model 200 BR). Control attenuators and 
two Permoflux PDR-10 earphones completed the equipment. The envelopes of the 
outputs of the two channels are shown in proper time relation in Figure 1. Each 
tone was about 1.9 seconds long, with a moderately rapid but clickless rise and fall. 
The output of Channel A was followed immediately by Channel B, but a silent interval 
of 0.13 second separated successive A-B pairs. The tones were alternated back and 
forth until the patient completed a judgment. 

In most of the cases, recruitment was explored with an alternate binaural balance 
at a single frequency. In this case, only one oscillator fed both channels of the 
electronic switch. A frequency was selected at which one ear was normal or nearly 
normal, and for which there was a threshold difference between the ears of at least 
25 db. but not more than 45 db. 


When these criteria could not be met, an alternate monaural bifrequency balance 
was used. In this second method, the frequencies selected were always within range 
of two octaves. The threshold for the reference frequency had to be 25 to 45 db. 
lower than the threshold for the test frequency. In all cases, the slopes of the loud- 
ness-vs.-intensity functions for the two frequencies compared were the same. We 
found no cases in which recruitment could not be tested by one of these two tech- 
niques. 

In both monaural and binaural procedures, the loudness was balanced for the 
test frequency at sensation levels of 20, 40, 60, 80 db., and so on up to the limits of 
the switch (118 db. sound pressure level for binaural balance and 112 db. for mon- 
aural balance ). 

At each sensation level, at least five judgments of equal loudness were obtained 
for both ascending and descending approaches. The patient listened to as many pairs 
of tones as he wished before judging the tones as same or different. The loudness- 
balance response for any given test was designated as recruitment only if at the 
higher sensation levels the sound pressure level of the test tone was equal to or 
less than the sound pressure level of the reference tone. In the cases defined as 
nonrecruiting, the sound-pressure-level difference at high sensation levels was 
approximately equal to the difference at threshold. There are two cases in which 
the threshold difference between the tones was reduced at high levels by 28 db. in 
one and 20 db. in the other. These were defined as partial recruitment. The data 
for these two are presented, but only the complete recruitment and the clear non- 
recruitment cases are considered in the difference-limen validation. 


DL for Intensity.—Intensity difference limens for each patient were obtained at 
sensation levels of 5, 25, and 40 db. at the same frequency at which recruitment was 
explored by the alternate-loudness-balance method. The intensity of one of the 
tones was held constant. The intensity of the other tone was varied in 1-db. steps 
from +5 db. to 0 db. and, alternately, from —5 db. to 0 db. intensity difference, 
except in a few cases in which a difference of greater than 5 db. was necessary to 
establish an initial discrimination. 

The patient reported the tones of each pair as same or different in loudness after 
listening to an unrestricted number of pairs at each intensity setting. At each sen- 


534 


4 
= 
= 


DIFFERENCE LIMEN AND RECRUITMENT 


sation level, 10 judgments of equality were obtained. The difference limen was taken 
as the difference in decibels between physical equality and the last judgment of 
different. 

As in the Denes and Naunton ** study, DL’s obtained by increasing the intensity 
of the variable tone toward physical equality have been referred to as “ascending 
DL”; those obtained by decreasing the intensity of the variable tone toward equal- 
ity have been referred to as “descending DL.” We recognize that these are not 
ascending and descending measurements in the meaning of classic psychophysics. In 
the data that follow, the DL’s are presented separately as ascending and descending 
DL’s and also as the sum of the ascending and descending determinations divided by 
two. For comparison with the magnitude of the latter measure, the Denes and Naun- 
ton DL’s should be divided by two. 

RESULTS 

The results of all these tests are given in Table 1. The first eight columns show 
the patient’s hearing loss for the pure tones indicated. Within each general diag- 
nostic category, the patients are ordered according to their hearing loss for speech, 
given in the next column. In the 10th column, the discrimination score is given 
in addition to the sound pressure level in decibels at which the speech was presented. 
It will be noted that more than one score is given in some cases in which there was 
indication that the first level might have been too high to yield the optimum score. 
The next three columns give the size of the difference limen at the three sensation 
levels of 5, 25, and 40 db. Two sets of figures are given: the upper for “descending” 
thresholds, in which the variable tone was started above the intensity of the reference 
tone, and the lower for the “ascending” threshold, in which the variable intensity was 
started lower than the reference intensity. The next column indicates the frequency 
at which recruitment was present; if recruitment was absent, the word “no” is 
entered. The last column gives a tentative diagnosis based not only on these meas- 
ures but on other clinical information. 

The DL’s given in Table 1 report averages, for each of the two directions of 
change and for each sensation level, of the second through fifth judgment. We have 
omitted the first pair of judgments from these averages, assuming them to be prac- 
tice trials. We believe that fatigue or adaptation engendered by such a long series 
of stimulus presentations was not important in these results, because the first pair 
of judgments never yielded a difference limen that was substantially lower than any 
of the succeeding four series of judgments. 

These data are summarized in Table 2. On the left side the DL’s for the first 
judgment are given, while on the right, the means given in Table 1, which average 
the results of the next four judgments, are given. Three different group measures 
are used: one for patients with recruitment, a second for patients without recruit- 
ment, and a third for a group of normal listeners. Particularly in the right half, 
which consists of the most reliabie data, it is shown that recruitment cannot be 
distinguished from nonrecruitment on the basis of the size of the difference limen 
when this procedure is used. 

In attempting to narrow down characteristics of hearing that are related to the 
size of the DL, we have attempted to separate within the recruitment category 
patients with high speech discrimination scores from those with low discrimination 
scores. The same was done in the nonrecruitment group. Such separation yields no 
constant relation to the size of the DL. 
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The data in Table 1 show that a low discrimination score at a high intensity is 
a fairly reliable indication of recruitment. This is in line with the observations made 
by Eby and Williams.*' But, whereas a low discrimination score will usually pre- 
dict recruitment, a high discrimination score does not always predict nonrecruitment. 
It may be that the hearing loss for speech frequencies is too small to affect the 
discrimination score, even though the loss at high frequencies is large enough to 


show recruitment. Thus we propose that a reliable relation can exist between a 
if 


low discrimination score and recruitment 


than 20 db. 


the hearing loss for speech is greater 


CONCLUSIONS 

In an experimental study based on 44 patients with a variety of types of hearing 
loss and 18 normal subjects, it has been established that the difference limen can 
not distinguish recruiting and nonrecruiting cases, nor can the difference limen 
distinguish hard of hearing listeners from normal listeners, when the DL is measured 
with discrete tones at sensation leves of 5, 25, and 40 db. relative to the person’s 
threshold. This finding is opposite to that of Denes and Naunton,?* who used essen- 


TABLE 2.—Difference Limens for Intensity 


Trial 1, Sensation Level Average of Trials 2 to 5, Sensation Level 


40 Db. 


5 Db. 25 Db. 40 Db. 
= A. 


Subject, Type Mean No. Mean No. Mean No. Mean No. Mean No. o Mean No 
With recruitment 1.89 2.10 43 1.67 2.29 41 1.97 48 0.73 1.58 
2.81 2 212 2 216 19 2.33 22 2.26 22 1.06 1.80 
2.14 18 #142 18 249 18 191 18 O61 1.42 


tially the same technique on a smaller group of patients and claimed that the 
behaved differently in recruiting and nonrecruiting patients. 

Although the specific technique used does not directly controvert the claims made 
in other clinical studies in which the DL was measured by amplitude-modulation 
techniques, theoretical arguments are presented that there need not be any relation 
between the size of the difference limen and the shape of the loudness function. 
Liischer and his co-workers * did not validate measurements of the difference limen 
against measures of recruitment by loudness balance. Neuberger’s study '* included 
such a comparison and seems to support the contentions of Liischer and Zwislocki, 
at least at the 40-db. sensation level. ‘The improved sensitivity that is claimed by 
Jerger *° for measuring the DL at the 15-db. sensation level is not supported by the 
Neuberger study. Negative studies have been reported by Lidén and Nilsson ** and 
by Lund-Iversen,'* in which it appeared impossible to distinguish reliably between 
recruiting and nonrecruiting patients on the basis of the DI. measured with ampli- 
tude modulation. 

The suggestion of Huizing and Reyntjes,** Eby and Williams,®** and Palva ** 
that a low discrimination score is associated with recruitment is supported in this 
study for those cases in which the recruitment accompanies a hearing loss for speech 
of more than 20 db. 


* References 8, 9, and 11 to 13. 
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There may be some relation between the size of the DL under certain procedures 
and the presence of recruitment, but we insist, however, that whatever relation may 
exist is so dependent on features of the procedure that a single DL technique can 
not yet be recommended for general clinical use. 
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SUNDRY FEATURES OF OTOSCLEROSIS 


MAURICE SALTZMAN, M.D. 
PHILADELPHIA 


LINICALLY, the otosclerotic often appears “deafer” than his pure-tone short- 

coming. In bilateral otosclerosis, with a speech frequency loss of 40 db. in one 
ear and 30 db. in the other, poor intelligibility of average conversation is frequently 
the complaint. On the other hand, the otosclerotic usually obtains a greater degree 
of normalcy in hearing from adequate amplification than a person who is deafened 
from a different cause. 

In the laboratory, Ersner and Saltzman! observed a distinctive pattern of 
response to word-hearing tests in uncomplicated otosclerosis. At moderate inten- 
sities, the score was poorer for words of the low frequency range predominating in 
nasal and liquid consonants and vowels than for words of high frequency emphasis 
containing sibilant and dental consonants. Word hearing was compared in persons 
vith an air-conduction threshold of 40 to 50 db. who were deafened from various 
causes. Invariably, word intelligibility, at the average conversational level, was 
poorer in otosclerosis than in nerve deafness and middle-ear disease. 

At 30 db. or more above the speech-hearing threshold, intelligibility approaches 
perfection in uncomplicated otosclerosis. By PB word testing, at adequate amphi- 
fication, a high discrimination score is obtained. Thus, effective loudness is 
obtained only at high intensities. Not only is there an absence of recruitment, but 
there appears to be a slow growth of loudness with moderate increments of intensity. 
It has been observed that the difference limen is large in otosclerosis. An appro- 
priate corollary is to state that effective loudness for speech intelligibility is obtain- 
able at high intensities. 

Generally, a close correspondence between the threshold of word hearing and 
that of pure tones may be ascribed only to the spondees. Barring a neurologic 
condition with deterieration of the function of association and memory centers, a 
score of 50% is readily reached for doubly accented words in common usage, at an 
intensity of 20 db. above the pure-tone threshold. Doorway, baseball, cowboy, and 
railroad constitute examples of spondees. These bisyllabic words are useful in test- 
ing for speech reception threshold, which must be contrasted to the articulation 
score. The latter test employs common words of monosyllabic structure with a 
representative composition of English speech. From these monosyllabic words, 
groups of equal difficulty and equal phonetic structure are selected to make up the 

From the Hearing Clinic, Department of Oto-Rhinology, Temple University School of 
Medicine. 

Presented before the Section of Otolaryngology of the College of Physicians, Philadelphia, 
April 21, 1954. 
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PB lists. Thurlow and associates * demonstrated that a person who understood 
50% of spondaic words at an intensity of 70 db. obtained an articulation score of 
only 3.5% for PB words at the same level of intensity. Effort and discrimination 
constitute essential elements in the PB test. ‘The variable psychological factors of 
cluster and analysis enter into the intelligibility of connected discourse. Of neces- 
sity, these tests give only a comprehensive measurement of the patient’s speech 
intelligibility. Eagan * stated, “all articulation scores are relative scores.” 


Fletcher * tabulated the maximum distances for interpreting called numbers by 
persons having various amounts of hearing loss. He found that at a specific distance 
the difference between a soft voice and a strong voice is 15 db. In the Ersrier and 
Saltzman test, words in common usage are employed. Those falling within the 
lower frequency range make up List 1, while words containing sounds with fre- 
quencies higher than 2500 cps make up List 2. Examples of words in List 1 are 
hay, ear, lion, wool, ring, win, air, men. List 2 includes such words as foot, sheep, 
six, soft, third, fix, think, thief. Testers are trained to regulate their voices 
at the pianissimo, mezzoforte, and fortissimo levels. The patient and the tester 
are seated in the center of the room, 4 ft. (122 cm.) apart, with the chairs so arranged 
that the ear to be tested is at an angle of 90 degrees to the voice and at a shorter 
distance from any reflecting surface, while the other ear is plugged and heavily 
covered, Average conversational voice is employed with patients whose audiograms 
show a loss of 35 to 40 db. in the speech range. A moderately strong voice is used 
with a patient whose average threshold is at 50 db., while shouting is required for 
one whose loss is 65 db. or more. This method gives a comprehensive idea of 
the speech-hearing ability of the person. It also affords a comparison between 
the articulation score for words of ihe low-tone register and those containing high- 
frequency sounds. By the use of the microphone of the auriometer, this test may 
be carried out with considerable accuracy. Scores at intensity gradations of 5 db. 
can be obtained. Still greater accuracy is achieved in a sound-treated two-room 
arrangement, the microphone with calibrated attenuators or a gramophone being 
housed in one room and the loud speaker in the other room. 

The psychophysical tests give comprehensive generalities. It remained for the 
otologic clinics to note that, in diseases of the ear, specific patterns of speech hearing 
exist. In 1947, Ersner and Saltzman’ pointed out that in otosclerosis effective 
loudness is obtainable only at high intensities and that at the average conversational 
level speech hearing is poorer than the pure-tone acuity. In 1949, Dix, Hallpike, 
and Hood ® reported the paradoxic finding that speech intelligibility may be absent 
in Méniére’s disease, despite the presence of the recruitment phenomenon. In a 
quantitative study, Saltzman and Ersner® found that patients with Méniére’s 
disease had poorer hearing for speech than acuity for pure tones. 

It is said that nerve degeneration supervenes in otosclerosis rather frequently. 
In Shambaugh’s * scr'es, there was an incidence of nerve degeneration in 30% of 
otosclerotics under 40, as compared with 3% in this age group of the general popu- 
lation. Tonal notches are classified as nerve degeneration by Shambaugh. However, 
the studies of Loch * prove that tonal dips are so widespread that they could not 
possibly be considered valid evidence of nerve degeneration. Tonal dips occur in 
18.5% of boys in the age group of 11 to 14 years. Older children have more notches 


/ 


* Shambaugh, G. F., Jr., in discussion on Guild.? 
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than younger ones, and about half of all dips are for the 4096 cycle. Tonal dips 


occur three times as often in boys. Clinically, no disturbing difficulty results from a 
lacuna which is timited to one frequency. Frequently, ihe notch embraces all the 
high tones in the speech ranges, leaving the middle and low tones intact. In children, 
this defect causes a speech impairment, which may be correctable by speech therapy. 

Four patients with a bilateral 40 to 60 db. loss for the high frequencies, but with 
normal hearing for the middle and low tones, were observed by me for over 10 years. 


HEARING LOSS IN DECIBELS 


1024 


Figure 1 


No significant deterioration took place, and no handicapping deafness developed. 
The only complaints that these patients had concerned the difficulty in hearing soft 
whispers and high-frequency bells at a distance and the inability to follow fluent 

F speech in a crowd or when it came from behind them. However, further deteriora- 
tion in the tonal defect is apt to take place in the course of a variable lapse of time. 


There appears to be a familial tendency toward the development of tonal defects. 
Fig. 1 is the audiogram of a patient whose father, sister, and son had similar hearing 
impairments. In each instance, the right ear was more severely affected. In otoscle- 
rosis, similar tonal notches were observed in the audiograms of the members of one 
family. That these defects are not directly attributable to otosclerosis is evidenced 
by the fact that both ears may present tonal dips of similar contours while criteria 
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of otosclerosis would be shown by one ear only in the beginning. Tinnitus and a 
negative Rinne test were present only in the left ear of the patient whose audio- 
grams are shown in Figures 2 and 3. Jn this case, the symptcms commenced during 
the first pregnancy of the patient. Figure 3 shows dual progression of the deafness 

-a further cochlear deterioration and activation of the otosclerotic process. It has 
been observed that when one anomaly is discovered there is better than average 


chance that another anomaly may exist. The concomitant presence of a tonal notch 
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Fig. 2.—Weber test lateralized to left. 
Rinne. test 
512 d.v. 1024 d.v. 
Right ear A>B A>B 
Left ear A<B A<B 


with otosclerosis is in keeping with the biologic tendency toward multiple aberra- 
tions. Also, there appears to be a hereditary factor in the development of a cochlear 
defect in some cases. A high-tone loss is present when the otosclerotic plaque is 
located at the region of the round window. This was found by Nylen * in 40% of his 
pathologic specimens. 

The term “nerve degeneration” would suggest a disintegrating process, whereas 
a tonal defect may be due to a limited, nonprogressive lesion. In acoustic trauma, 
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the 4096-cycle notch has been generally ascribed to damage at the specific resonating 
segment of the basilar membrane. Saltzman and Ersner'® found U-shaped and 
V-shaped audiograms to be of congenital origin in some cases. Other etiologic fac- 
tors include toxic chemicals and drugs and the infections. It would seem appropri- 
ate that the term “tonal defect” should be used more widely to denote a distinct 


otologic entity. 
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ig. 3.—Weber test lateralized to left. 
Rinne test 
256 d.v. 512 d.v. 1024 d.v. 
Right ear A=B A>B A>B 


A frequent complaint is the occurrence of attacks of dizziness on sudden head 
movements, especially when stooping down. When this symptom is presented by 
an otosclerotic, the question arises: Is it due to ankylosis of the stapes? In a survey 
of the general population at Sheffield, Droller and Pemberton ''! found an incidence 
of postural vertigo in 47% of elderly men and in 61.2% of elderly women. Arterio- 
sclerotic damage to the labyrinth is suggested by the presence of both tinnitus and 
postural vertigo in many of these cases. What distinguishes otosclerosis is that 
postural vertigo occurs in the younger age group so frequently. Cawthorne ' 
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obtained a history of postural dizziness in nearly one-third of the pati:nts with oto- 
sclerosis. It appears that in this disease there is apt to be a lag in the response of 
the labyrinthine fluids to sudden head movements. 

True rotational vertigo occurs in a small percentage .° c.osclerosis cases. 
McKenzie '* reported four cases of aural vertigo attributable to otosclerosis. In the 
differential diagnosis, he stresses the facts that otosclerosis gives pathognomonic 
otologic findings and normal caloric responses, whereas in Ménicre’s disease hypo- 
active responses to vestibular stimulation are usually obiained. Hulk and 
Jongkees '* found that intensive stimulation by rotation gives disproportionate 
responses in otosclerosis. The after-turning nystagmus is prolonged, while the 
duration of the vertigo is comparatively short. In two of my cases, the time relation- 
ship was helpful in the differential diagnosis. There was a precise history of the 
simultaneous onset of vertiginous attacks and deafness of an otosclerotic pattern 
soon after childbirth. The vestibular tests duplicated the findings of Hulk and 
Jongkees. 

The fulminating type of otosclerosis is frequently initiated by a vertiginous 
attack. In a few cases, there is a history of recurrent vertigo. The end-result— 
subtotal bilateral deafness—may not be readily recognizable as being of otosclerotic 
etiology. Even a family history of deafness may not be helpful in the differential 
diagnosis, as Méniére’s disease also shows a strong hereditary factor. Madeline 
Brown ** cites the incidence of Méniére’s disease in two or more members of five 
families. In her series, there were identical twins with this disease. Two sisters 
and a brother, who suffered from perceptive deafness, tinnitus, and vertigo, were 
the offsprings of a consanguineous marriage. The parents, who were first cousins, 
came from a family with a high incidence of Méniére’s disease. However, in a given 
case, a few details that are characteristic of otosclerosis may be uncovered. A his- 
tory of paracusis willisiana is frequently obtained. Schwartze’s sign may be present. 
Impressive benefit from a hearing aid and disproportionate vestibular responses are 
other points in the differential diagnosis. The most important finding is a fair 
amount of residual hearing for low tones by bone conduction in spite of a subtotal 
loss by air conduction. 


1923 Spruce St. 
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TREATMENT OF JAW FRACTURES 


RAYMOND N. SHAPIRO, M.D., D.D.S., F.A.C.S. 
GERALD R. O'BRIEN, M.D., F.A.C.S. 

AND 

CHARLES WILKIE, D.D.S. 

BROOKLYN 


F RACTURES of the mandible, the maxilla, and the zygomaticomalar compound 
are treated by a variety of surgical specialists, depending upon the hospital to 
which they are admitted and the special skills and interests of the surgeons in the 
community. Thus, dental surgeons, otolaryngologists, plastic surgeons, orthopedic 


surgeons, and general surgeons may have special interest in the management of 


facial fractures, depending upon the region in which they practice. Often two of 
the above-mentioned specialists will collaborate in the diagnosis and treatment of this 


type of trauma. 
A great variety of techniques and apparatus have been advocated for the treat- 


ment of jaw fractures. Some of the apparatus recommended at one time or another 
includes external pin fixation devices, plaster head caps with wire suspension or 
traction, Kirschner wire fixation, and complex or expensive dental splints. There 
has been much discussion in recent years concerning the indications for open reduc- 
tion in certain types of fractures and the disposition of teeth in the line of fracture. 


Because of the diversity of surgical personnel interested in the treatment of jaw 
fractures and the diversity of methods recommended, it seemed worth while to record 
a basic system of management which has been in operation for more than 15 years 
at a large municipal hospital and to outline the techniques that have proved effective 


and convenient and safe in a large number of cases. 


JOINT MANAGEMENT 


Fractures of the mandible and of the maxilla are a joint responsibility of the 
Plastic Surgery Service and of the Oral Surgery Service of Kings County Hospital. 
Patients with injuries of this type are admitted to the Plastic Surgery Service and 
are examined by members of each staff. Detailed x-ray studies of the facial bones, 
oral examination, and the fabrication and application of intraoral appliances are 
accomplished in the Dental Clinic by the dental staff. The dental staff also supervises 


the daily oral hygiene. 

The Plastic Surgery Service provides the necessary history, physical examination, 
and laboratory work-up. It also orders necessary special diets, medication, etc. It 
prepares the patient for open surgical procedures and is responsible for operating 


room management. 


From the Plastic and Maxillo Facial Surgery Service and the Dental Service of Kings 


County Hospital. 
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TREATMENT OF JAW FRACTURES 


BASIC PRINCIPLES 

The objective of the surgeon who treats jaw fractures is the restoration of form 
and function. The restoration of form is essential to the maintenance of normal, 
esthetic facial appearance. The primary functions which must be restored are masti 
cation, deglutition, speech, and normal respiration. Form and function are closely 
related to dental occlusion. Where an adequate number of occluding teeth are present 
in the alveolar processes, reestablishment of the original occlusal relationship must 
restore original form and function. Misalignment of only a few millimeters will 
grossly impair dental function, but proper utilization of the inclined planes and cusps 
of the teeth permits very accurate reduction and secure immobilization of the bony 
iragments. 

Fractures which pass through the alveoli of teeth are compounded into the mouth 
hy this circumstance. The involved teeth are also almost invariably devitalized by 
the trauma, The combination of a nonvital organ and a compounded, contaminated 
fracture line produces conditions susceptible to infection and bony sequestration. In 
the presulfonamide, preantibiotic days, this was a very serious risk. However, 
modern antibiotics have changed the picture, and it now is perfectly safe to retain 
a tooth in the line of fracture if its removal will tend to displace the fracture or ii 
the tooth is essential to immobilization of the fracture. Penicillin given parenterally 
and also locally at the fracture site effectively prevents suppuration and the develop 
ment of osteomyelitis. Under these circumstances, teeth may be retained in the line 
of fracture until firm union has taken place. 

The discussion which follows will present techniques which have proved useful 
and convenient in the reduction and immobilization of mandible fractures at Kings 
County Hospital. No attempt will be made to give a comprehensive review of all 
the methods that have been employed through the years at various institutions. 


MANDIBLE FRACTURES 


/ntermaxillary Pixation—I\ntermaxillary fixation is the ideal method for reduce 
tion and immobilization of fractures that involve the tooth-bearing portion of the 
inandible when there is adequate occluding dentition for the purpose. We prefer to 
use contoured arch bars and elastic traction for this purpose, but other techniques 
such as Ivy loops or Stout continuous wiring can be used as well. Intermaxillary 
fixation is also useful as an adjunct to the internal fixation of fractures that are 
hehind the last tooth in position. 

Open Reduction and Internal ivation.-Open reduction and internal fixation by 
interosseous wiring is used when the fracture is behind the last mandibular tooth, 
when there are inadequate tect for intermaxillary fixation, and in some fractures 
of the symphysis region which tend to displace despite the intermaxillary fixation 
The deciduous dentition is usually unsuited for intraoral wiring, so open reduction 
and internal fixation is sometimes indicated for fractures in children. Incisions for 
exposure of the fracture site are placed under or behind the mandible and are paral 
lel to the normal skin cleavage lines of the area. Care is taken to preserve the infra 
mandibular branch of the facial nerve, and periosteum is reflected far enough to 


permit exposure for drill holes but no more. A fine Kirschner wire in a Bunnell 


drill is used to make two holes on each side of the fracture line and below the level 
of the mandibular canal. Heavy gauge stainless steel wire is passed through the drill 
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holes in such a fashion as to place parallel strands across the fracture line on the 
lingual side and crossed strands on the buccal side. The fracture is manually reduced, 
and the wire is twisted tight to maintain the reduction. The wound is closed in 
layers, without drainage. 


Fig. 2.—Intermaxillary fixation by means of arch bars and elastic traction. 


Circumferential Wiring.—Circumlerential wiring is a useful and relatively simple 
method of reducing and fixing fractures of the edentulous mandible when an intact 
lower denture is available. A large, curved, cutting edge needle is used to carry 
four or more stainless steel wires around the lower border of the mandible, with the 
ends of the wire hugging the lingual arch and the buccal borders of the bone. The 
denture is seated on the alveolar ridge, and the wires are twisted tight over the 


550 


: 
— 
A 
7 
“a 
j 
’ a hig. 1.—Intermaxillary fixation by means of wire loops. 
ark 
= 
4 ie q ~ 3 Pigg: 
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Fig. 3.—X-ray of fracture of right mandibular body treated by intermaxillary fixation with 
arch bars and elastic traction. 


Fig. 4.—Splint and circumferential wires used to immobilize fracture of edentulous mandible. 
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denture. Thus, the denture acts as a splint to stabilize the bony fragments. On 
occasion, this method is reinforced by fixing the maxillary denture in place by means 
of drill holes and stainless steel wires through the maxillary alveolar ridge. 

Fixation by the methods described above is usualiy maintained for six weeks. 
Although x-rays may reveal little evidence of callus at this time, firm clinical union 
is generally present. Patients with compound fractures receive penicillin daily for 
the first week. All patients are seen several times a week in the Dental Clinic during 
the period of immobilization. Here dental hygiene is administered. The patient is 
limited to a liquid diet for six weeks, so adequate instruct'on in dietary regimen 
and personal hygiene must be given before he leaves the hospital. 


Fig. 5.—X-ray of circumicrential wiring used to immobilize bilateral fracture of edentulous 
mandible. 


Irractures of the Neck of the Mandibular Condyle.-Fractures of the neck of 
the mandibular condyle are a special problem deserving of separate consideration. 
lf only one condylar neck is fractured, three weeks of intermaxillary fixation is 
usually all that is needed to get a good functional and cosmetic end-result. This is 
true regardless of the x-ray demonstration of considerable displacement and mis- 
alignment of fragments. However, bilateral condylar fractures often result in loss 
of ramus height and therefore in open bite, anteriorly. For this reason, we have done 


open reduction and interosseous fixation on one side in bilateral fractures of this sort. 


Plaster head caps and posterior traction have been less satisfactory than open 
reduction in our hands. Head caps are unstable, sometimes cause necrosis of the 
scalp, and are very uncomfortable and unsightly. Kirschner wires spun across frac- 
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ture lines have been difficult to direct and have resulted in an increased incidence of 
drainage and infection, [-xternal pin fixation can sometimes be useful in bridging 


a badly comminuted fracture. However, it too is unsightly, uncomfortable, and 


sometimes complicated by infection, drainage, and premature loosening of the pins. 


6.—Internal wire fixation 


Fig. 7.—-}, internal wire fixation of fractures of the body and right condyle of the mandible. 
Both condyle necks are fractured in this case. B, same case showing fracture of left condyle. 


Nonunion of Fractures.—Nonunion sometimes ensues in fractures which have 
heen complicated by persistent infection or by extensive loss of substance. After 
infection and inflammatory reaction have subsided, these cases are treated by inlay 
onlay grafts of iliac bone. 
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Fig. 9.—1, depressed comminuted fracture of orbital floor and antral walls. B, same case 
after transantral reduction of fracture. Packing is still in antrum. 
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a Fig. 8.—Suspension from orbital rim for transverse fracture of maxilla. 
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FRACTURES OF THE MAXILLA 
Intermaxillary Fixation —Intermaxillary fixation is a simple and_ etfective 
method for the reduction and immobilization of segmental maxillary fractures when 
there are adequate occluding teeth for the purpose. In this instance, the unfractured 
maxillary segment establishes position and fixation for the mandible, and the man- 


dible splints the free fragment. 


Fig. 10.—.1, depressed fracture of zygomatic arch. B, same case after reduction by the tem- 
poral route 


Orbital Rim Suspension.—Orbital rim suspension is added to intermaxillary 


fixation in complete, transverse maxillary fractures. In this type of case, arch bars 


are wired to upper and lower dentition. Intermaxillary occlusion is established 
Now small drill holes are made in each orbital margin (above the level of the 
fracture). Stainless steel wire is carried through the drill holes and then passed 
subcutaneously downward, entering the oral cavity through the mucobuccal fold. 
These wires are fastened to the maxillary arch bar and thus provide stability by 
suspension. It is important to place incisions for the bony exposure in the natural 
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crease lines and to carefully repair the wounds after passage of the wire. The pro- 
cedure is readily done under local anesthesia. A similar suspension method may be 
used in edentulous patients with use of dentures in place of the arch bars. Cir- 
cumferential wiring of the lower denture may be employed at the same time ii the 
mandible is fractured, or if additional fixation is desired, by attaching a mandibular 
splint to the maxillary splint. This latter technique is also valuable in immobilizing 
the edentulous mandible for bone grafting. After the fracture line has healed, the 
suspension wire is released from its attachment to arch bar or splint and can be 
removed by simple traction. 

Open Reduction and Interosseous Wiring.Open reduction and interosseous 
wiring permits accurate reduction under direct vision and firm immobilization with 
out the use of splints, external devices or intraoral wires. It is especially valuable 
in fractures that involve orbital floor, lateral orbital margin, and malar bone. It 
may be used in combination with the previously described suspension technique. 

Comminuted fractures of antral walls and orbital floor are usually associated 
with depressed malar fractures. These are best treated by an open operative pro 
cedure through the canine fossa. The approach is similar to the Caldwell-l1x 
anirotomy. By this means, blood clot and comminuted free bone fragments may |e 
removed from the maxillary sinus. The fractures can be reduced by pressure with 
elevators and curved urethral sounds. \ large nasoantral window is usually made 
and chlortetracycline (Aureomycin) gauze or iodoform gauze packing is used to 
maintain fracture position. A comminuted fracture may be molded around the 
packing in the antrum. One end of the pack is brought into the nose through the 
window. The canine fossa incision is closed by suturing. The packing may be left 
in place 10 days to two weeks without adverse effect. 

Plaster head caps, leather head bands, external pin devices, ond Kirschner wire 
transfixion have been unnecessary and inconvenient in our experience. 


FRACTURES OF THE MALAR BONE 

Fractures of the malar bone and of the zygomatic arch are frequently associated 
with maxillary fractures. The use of the transantral approach and of open reduc- 
tion for malar fractures has been covered in the discussion of maxillary fractures 
Fractures of the zygomatic arch alone are conveniently reduced by the temporal 
approach—often called the Gillies method. The incision for this method is made 
in the temporal scalp inside the hairline. A long, angulated, flat-bladed elevator 
is introduced under the temporal fascia and carried beneath the zygomatic arch t 
lift it into position. No immobilization is usually needed for these cases. 


SUMMARY 

A brief review has been presented of the techniques commonly employed in the 
management of jaw fractures at one large, active municipal hospital. The methods 
described have been adopted because of simplicity, effectiveness, safety, and patient 
acceptability. Standard surgical and dental equipment found in any well-equipped 


general hospital is sufficient for the application of these techniques. 
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LIPOFIBROMA OF LARYNX 


Review and Report of a Case 


GEORGE C. SAUNDERS, MD. 
PORTLAND, ORE. 


heb IFIBROMA of the larynx is a rare condition, and very few cases have been 
seen in even the largest clinics in the country. The first case of lipofibroma of 
the tarynx was described by Holt,'® in 1854. One of the largest tumors was reported 
by Ingals,’* in 1905. In this case the mass nearly filled the laryngopharynx 
Repeated attempts were made to remove it with snare and cautery. Once during 
operation part of the tumor mass fell back over the larynx, causing total obstruction 
and suffocation. Recovery followed an emergency tracheotomy. The pathologist's 
diagnosis was fibrolipomia. Goldstein’ reviewed and analyzed the cases that 
appeared in the literature up to 1909. He added one case of his own. Additional 
cases described prior to 1930 will not be reviewed in this paper. Walford * (1930) 
reported a lipoma of the larynx weighing 7% oz. (212.6 gm.). The patient, a man 
aged 56, had worn a tracheotomy tube for three years, on account of an erroneous 
diagnosis of malignant disease of the larynx. The lipoma was removed through an 
external incision. The mucous membrane of the larynx was found to be intact. 
Recovery and normal breathing resulted. 

Bruch’s ¥ patient (1931) was a man 60 years old who complained of hoarseness 
and pressure in the throat. The whole right aryepiglottic fold formed the base of a 
large tumor, which partly covered the right vocal cord and overflowed into the 
lumen of the larynx. Ten minutes after examination the patient returned to the 
office blue and in acute distress. Laryngoscopy showed a lump the diameter of 
the trachea which shot up suddenly. Its thicker end tapered down to a thin pedicle, 
which was inserted at the tip of the right arytenoid cartilage and resembled the first 
lipoma in appearance. It fell back into the larynx and disappeared into the trachea 
as suddenly as it appeared. This phenomenon was repeated. After several attempts, 
the tumor was engaged with a snare and cut off along its pedicle. After removal of 
this growth the laryngoscopic appearance was exactly the same as at the first exam- 
ination. The first lipoma was removed in stages with a hot snare. 

Dixon and Helwig * (1931) described a tumor which was thought to be malig 
nant but was found to be a lipoma springing from the aryepiglottic fold. The part 
of this fold which constituted the base of the growth was removed by a laryngo 
fissure, 


Presented before the Pacific Coast Oto-Ophthalmological Society, Honolulu, T, H., April 
28, 1954. 
* Walford, A., cited by Maconie.'* 


* Bruch, E., cited by Maconie.'" 
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Davis * (1933) reported a case of a woman aged 29 who complained of hoarse- 
ness and slight stridor. The larynx showed a smooth pale-pink globular swelling 
of the right arytenoepiglottidean fold and of the false cord. An external incision was 
made and the lesion enucleated. Microscopic examination showed fibrolipoma. 
lynn ® (1933) reported an extrinsic lipoma. When this patient was first seen, in 
1925, there was a large smooth mass at the base of the tongue. This was removed 
hy dissection, and improvement followed. The patient was again seen in 1931, when 
he had a recurrence, which was most conspicuous in front of the sternomastoid 
muscles and toward the hyoid bone. This mass was removed in 1932 by external 
incision, The tumor weighed 114 gm. Microscopically the mass was adipose tissue 
with connective tissue septa. 

Imperatori '! (1933) reported a fibrolipoma in a woman aged 61. Examination 
revealed a large tumor attached by a broad and narrow pedicle to the right arytenoid 
and aryepiglottic fold. The pedicle seemed to be part of this fold. There was no 
involvement of the vocal cords. Since it occluded the larynx, preliminary tracheot- 
omy was done, and subsequently the tumor was removed by suspension laryn- 
py 

Kramer '* (1934) examined a man aged 57 years who complained of a tickling 
sensation in the throat and the feeling of a lump being present. Examination revealed 
a spherical swelling | em. in diameter arising from the posterior wall of the right 
arytenoid area. This was removed by suspension laryngoscopy, and the patient's 
symptoms were relieved, Several years later this patient returned and stated that 
for several weeks he had been gagging and bringing up a large mass which he 
described as a cold oyster. When he gagged as a demonstration, a pinkish-red, 
flabby, club-shaped mass appeared in the mouth, reaching almost to the anterior 
alveolar margin. An esophagoscopy was done. Michel clips on a long string were 
attached to the free end of the extruded growth, and the base was severed with 
a snare. The growth was 41% in. (11.2 em.) long, and a microscopic examination 
showed fibrolipoma. Two months after this operation examination revealed a 
ridge in the upper esophagus approximately 2 in. (5 cm.) in length. This had a 
translucent appearance and appeared to be a sessile lipoma. Since there were no 
symptoms, it was not removed at that time. This unusual case presents three 
lipomata m one person. 

Birkett * brought the subject up to 1934 and eliminated many errors in the 
literature. He appended a most extensive bibliography, including the German 
and other foreign references. He stated: “The occurrence of lipoma of intrinsic 
origin is so rare that the case reported here is of additional interest. In reviewing 
the literature on the subject, | have been able to trace four cases, and my own 
adds one more to this list. The remaining cases reported are of extrinsic origin 
and forty-two in number.” He mentions Jackson’s cases in addition. They were, 
however, unreported at the time of his paper. Birkett’s intrinsic case was that of 
an otherwise healthy young man. The mass caused marked swelling of the left 
false cord, extending from slightly beyond the anterior commissure on the right 
side to the posterior attachment. Swelling increased in size from the anterior 
attachment to its posterior one and to such an extent that it hid the right vocal cord 
entirely and also encroached upon the rima glottidis so as to narrow it to one-half 


the natural space. The movements of abduction and adduction were not interfered 
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with. In the left vallecula there was a definite swelling, filling up this space to the 
level of the upper and lateral edges of the epiglottis, and its mucous membrane had 
the pale yellowish color suggestive of a cyst. After a preliminary tracheotomy an 
external incision was made, and a yellowish mass was found after retraction of the 
skin and the subcutaneous tissue on the left side. The tumor was enucleated without 
the necessity of freeing any attachments. [Examination showed that it had come out 
through a breach in the thyrohyoid membrane. Recovery was uneventful. 

Sato ¢ (1935) described a case of a woman 47 years old with a disturbance 
of speech and the sensation of a foreign body in the larynx. A  reddish-yellow 
elastic soft tumor projected into the larynx from the left aryepiglottic fold. The 
tumor covered the glottis so that only part of the right vocal cord was visible. It 
was removed with a snare and scissors. ‘The pathological report was lipoma. l’almer 
and Mehler *° (1936) reported a case which involved the larynx, hypopharynx, 
and surrounding tissues. This tumor seemed to have embryonal elements of cartilage. 
Five operations were required before the tumor was entirely removed, 

Jackson and Jackson '* (1937), in their textbook “The Larynx and Its Dis 
eases,” report that they have seen altogether but eight cases of lipoma. They illus 
trate one of these in which a lipoma arose from the posterior suriace of the 


epiglottis in a woman aged 23. Removal was by direct laryngoscopy. ‘They cite a 


second case of a child of 3 years who had a large tumor mass of the neck, as 
well as respiratory obstruction. The mass proved to be made up of two independent 
lipomata, one laryngeal and the other perilaryngeal. Tracheotomy was required in 
this case, as well as in one of the others in their series. 

Schwarzbart § (1937) excised a pedicled growth the size of a plum from the 
larynx of a man of 45. The smooth soft tumor, covering nearly the whole glottis, 
proved, after removal, to be a fibrolipoma. 

New and Erich '* (1938) presented an analysis of 725 cases of benign tumors 
of the larynx seen at the Mayo Clinic during the 30 preceding years. ©f these, 
six were fibromas, one a neurofibroma, and one a fibrolipoma. New’s case was 
that of a woman aged 29 who had had attacks of intermittent hoarseness for eight 
years, with some dyspnea in the three months preceding her examination, Laryngeal 
examination disclosed a tumor 2.5 cm. in diameter, covered with normal mucous 
membrane and bulging the left aryepiglottic fold. It was removed by thyrotomy. 
Microscopic examination revealed that it was a_ fibrolipoma. Recovery was 
uneventful. 

Klose’s || patient (1938) suffered from a progressive sense of pressure in the 
throat and attacks of dyspnea, sometimes relieved by change of position. \ large 
nodular tumor, completely obscuring the larynx and swinging to and fro, was 
observed, It was removed by snare and came away with a fatty root, the size of 
a bean. 

Jackson and Jackson,'* (1939) in the text “Cancer of the Larynx,” devote a 
short description to lipoma but present no additional cases not mentioned in the 
earlier volume 

Smith *! (1940) described a case of an 81-year-old man who complained of 
dysphagia. Indirect laryngoscopy revealed a large overhanging epiglottis, almost 

t Sato, J., cited by Maconie.'* 

§Schwarzbart, A., cited by Maconie.'® 

|| Klose, W., cited by Maconie.!" 
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hiding two separate smooth rounded yellow masses occupying the region of the 
right aryepiglottic fold and pyriform sinus. Direct laryngoscopy was done with 
the patient under general anesthesia. At first only one tumor cou.t be seen. This 
was attached by a broad short pedicle to the right aryepiglottic fold. Shortly 
thereafter operative manipulation caused a strong degree of retching, which was 
accompanied by the sudden appearance of two large fibrofatty masses, which had 
heen expelled from their residence in the upper end of the esophagus. Both tumors 
were attached by long narrow pedicles to the center of the right lateral pharyngeal 
wall. These two larger tumors were removed by clamp and ligature. Diagnosis 
was confirmed by microscopic examination, 

Davison’s * patient (1942), a 70-year-old man, periodically regurgitated a 
tumor mass, which apparently remained in the esophagus at other times. The author 
presents a photograph showing this tumor hanging out of the mouth and reaching 
several inches below the chin, The pedicle arose from the left lateral wall of the 
hypopharynx. It was removed with the electric cutting current and measured 
Sin, (20 cm.) in length and 1 in. (2.5 em.) in diameter. Microscopic examination 
revealed “a layer of well differentiated stratified squamous epithelial cells. The 
stroma consists of fibrous tissue and some fat. Throughout the stroma are observed 
lymphocytes and plasma cells.” 

Weaver and Dill ** (1942) reported a benign encapsulated fibroma of the larynx 
Microscopic examination revealed, however, no element of fatty origin. 

Mitchell '* (1943) reviewed 105 cases of tumor of the larynx seen by himselt 
and his associates at two hospitals in Cleveland. Of these tumors, four were diag- 


nosed as fibroma and two as laryngeal polyps. No case of lipoma was observed. 


Urier’s patient £ (1946), a man of 42, had dyspnea and dysphagia. laryngoscopy 
showed a globular smooth yellow-pink tumor about the size of a plum rising from 
the left aryepiglottic fold and filling the whole vestibule of the larynx. It was 
removed by subhyoid pharyngotomy. Histologic examination showed a myxo 
lipoma with sarcomatous changes. 

Holinger and Johnston’ (1951) reported 1,197 benign laryngeal growths 
observed at St. Luke’s, Children’s Memorial, and the University of Illinois Hos- 
pitals, in Chicago. These were seen in a period of 15 years, and in this large 
series not a single lipoma was found, 

Harbert * (1951) reported a case of a 56-year-old man and described a large 
pink and yellow mass filling the valleculae and pushing the epiglottis posteroinferi- 
orly. Removal was by a transhyoid pharyngotomy. Pathologic diagnosis was lipoma 
containing neurogenic elements. This case was associated with adenocarcinoma ot 
the large bowel. 

The most comprehensive article to appear on this subject is that of Maconie '° 
(1951). He made a most thorough study of both the English and the foreign 
literature, and his contribution to the historical part of this paper is hereby 
acknowledged, He added a case of a man aged 45 who had felt a lump in his throat 
for 10 years. He had occurrences of attacks of choking, which had become 
progressively worse. Direct laryngoscopy showed a smooth rounded pale-yeilow 
swelling which was seen rising from the posterior part of the left aryepiglottic fold 


Urfer, F., cited by Maconie.'® 
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and extending medially, obscuring the view of the leit vocal cord. After exposure 


with the direct vision laryngoscope, the lipoma was grasped and removed by a 


snare. Recovery was complete. Microscopic examination of the specimen contirmed 


the diagnosis of lipoma. 


Som and Wolff #2 (1952) reported the case of a 52-year-old man who suttered 


attacks of severe dyspnea, which threatened asphyxiation, Four years previously a 


small tumor mass had been removed from the pyriform process and had been 


reported as fibrolipoma. In 1949 the patient was hospitalized for an acute coronary 


occlusion. .\t this time an esophagram showed a large filling defect inthe lett 


hypopharynx and the upper esophagus. Because of the attacks of severe obstruction, 


a preliminary tracheotomy was done, and two days later the tumor was removed 


after exposure by suspension laryngoscopy. Considerable difficulty was encountered 


in delivering the tumor mass from the esophagus. The attachment of the tumor to 


the arytenoid was severed by snare and the base of the tumor coagulated with 


diathermy. Recovery was uneventiful. 


The same authors reported a second case, that of a 64-year-old white man who 


complained of labored breathing and a tickling sensation in the throat. examina 


tion revealed a large sessile tumor mass arising from the left aryepiglottic fold 


and obliterating the left vallecula. ‘The epiglottis was pushed to the right, and the 


pyriform fossa was hidden. In this case suspension laryngoscopy was also used 


and the tumor removed from its sessile base, which was attached to the lett 


aryepiglottic fold, the epiglottis, and the vallecula. The membrane was reflected 


irom the capsule and a diathermy snare used to sever the base. Microscopic study 


of both these two cases showed lipoma. 


ETIOLOGY 


\s with lipomata elsewhere in the body, the exact histogenesis is a matter 
of dispute. Goldstein * described three theories concerning the cause of these 


neoplasms. Briefly, these three theories may be stated as follows: 1. .\ lipoma may 


he formed by any encapsulated fat cells or small patches of adipose tissue which 


have undergone simple anaplastic change. 2. .\ lipoma may have an embryonic 


origin, in which an invagination of mesodermal tissue develops into a tumor 


composed essentially of fat. 3. A lipoma may be produced by a disturbance in the 


chemistry of normal cells in which fatty acids, instead of being exereted as a 


by-product, are retained in the cells as fat. Goldstein mentioned the possibility 


that the lipoma may actually be a fibroma which has undergone fatty changes as 


a result of physiochemical activity. This would most certainly seem to be the case 


in those lipomata which have been described as arising in the thin ventricular 


fibrous connective tissue immediately beneath the mucosa in the larynx. .\ccording 


. to New,’* the incidence of lipoma is not related to age. The tumor has been observed 


in patients ranging from 8 to 80 years. The most frequent point of origin is the 


epiglottis, the aryepiglottic fold, or the ventricle. Attachment is usually by a 


thin pedicle. 


PATHOLOGY 


All tumors, benign and malignant, contain some fibrous connective tissue. Just 
how much fibrous tissue must be present to warrant the tumor being called a 


fibroma depends upon the histopathologists, and they are by no means agreed on 
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the subject. Some purists, who are willing to use the word fibroma only for a 
tumor histologically showing only dense fibrous tissue with few blood vessels and 
no evidence of inflammatory piocesses, are engaged in academic work on_ the 
subject ; they are still waiting to see a true fibroma of the larynx. For the laryn- 
gologist dealing frequently, almost daily, with the clinical phases of fibromata in 
the larynx, the presence of histologic evidence of inflammatory changes inno 
way alters the diagnosis of fibroma or the indications for surgical treatment. 
Hematoma from subepithelial hemorrhage is one of the commonest modes oj 
origin of fibromata. In some tumors the fibrous tissue is a direct result of inflam- 
mation and constitutes the primary condition; they may spring from the peri- 
chondrium or the mucosa or any tissue between. Notwithstanding their start. in 


inflammatory processes, they constitute true neoplasms when they develop the 


power of autonomous growth. In other cases they may spring from connective 


tissue rests and develop secondary inflammatory processes. In still other cases the 
fibrous tissue may undergo malignant change; then the tumor passes out of the 
benign group into one of the malignant groups, such as the fibrosarcomata. Grossly, 
lipomata of the larynx may be broadly sessile, narrowly pedunculated, or a mere 
fold of tissue, Between these extremes of form any shape may be noted. The larger 
growths are more or less nodular. The size may vary from 2 to 10 em. in longest 
diameter, The pathology of this type of tumor has been well described by Prof. 
Theo Kk. Waugh, Department of Pathology, McGill University (cited by Birkett *), 
as follows: 

The lipoma is one of the rarest forms of the benign histoid tumors of the larynx. As else- 
where it consists of a slowly enlarging growth of neoplastic tissue which never becomes malig 
nant, never metastasizes, and may prove fatal by bulky interference with normal physiological 
activity. Grossly these tumors vary from a bean to a large plum in size, are yellow, or reddish 
yellow in color, and are composed for the most part of irregularly arranged lobules or nodules 
of fatty tissue. They may form long slender finger-like processes. In consistency they vary from 
soft to tairly firm, depending upon the amount of interpolated fibrous tissue and as a rule are 
distinetly elastic on pressure. Microscopically they consist of closely approximated fat cells which 
vary more in size and development than normal adipose tissue. The cells show a small compressed, 
often elongated and narrow nucleus at the periphery while the bulk of the cell is filled with 
neutral fat. The cells lie in intimate relation to vascular, arterial, and venous channels which 
supply them. This accounts for the lobulated structure. The lobules are covered by a thin fibrous 
capsule, The over-lying mucosa is often drawn tightly over the tumor mass and shows a thicken- 
ing of the epithelial layer beneath which is compressed elastic tissue. 

The growth takes origin from the epiglottis, the aryepiglottic folds, the posterior wall of the 
larynx, and even from the walls of the pyriform sinus. From their point of origin they tend to 
push up the mucosa into the lumen and they spread peripherally into the surrounding tissue and 
displace neighboring structures 

DIAGNOSIS 

Benign tumors of the larynx usually come into medical hands because of the 
patient’s complaint of hoarseness, respiratory obstruction, or a feeling of a lump in 
the throat. The majority can be seen by indirect laryngoscopy, but in some cases 
direct laryngoscopy may be required in order to determine the location and extent 
of the tumor mass. Clinically, the diagnosis of fibroma or lipofibroma presents 
difficulty. The final decision must await the report of biopsy. Clinically these 
tumors possess no features that distinguish them from many other benign growths 
of the larynx. Of the seven cases of true fibroma reported by New and Erich, 
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every patient was a male, and the ages ranged from 25 to 52; only in one case did 


the patient complain of any symptom other than hoarseness. In these cases the 


hoarseness had been present from 9 months to 17 years. Neither the size nor the 


point of origin is diagnostic. Three of the tumors from the Mayo Clinic were 


situated at the junction of the anterior and the middle third of the left vocal cord; 


one was connected to the anterior commissure in the subglottic region, and one 


was attached to the posterior surface of the epiglottis. The point of attachment 


of the remaining growth was not stated in the history. It is interesting that Birkett’s 


case first suggested the diagnosis of cyst, and the same preliminary diagnosis was 


made in the case reported herein. A lipofibroma is usually covered with a smooth 


glistening membrane and is soft when touched with a probe. It is not unlike a 


cyst or a nasal polyp in its gross appearance. 


rTREATMENT 


Treatment is surgical. There will be a recurrence if any portion of the tumor 


is left. Regarding the removal of such a tumor, the operation to be carried out 


will depend upon the situation and the nature of attachment. If the growth be 


extralaryngeal and pedunculated the use of direct laryngoscopy and the snare will 


usually meet the requirements. If however, the growth is intrinsic, laryngofissure 


will be found to be the most satisfactory method of procedure. The use of radium 


in these cases has no effect, as shown by Beck.’ 


REPORT CASE 


Or 


Mrs. L.. B., age 23, was first seen, Oct. 28, 1948, having been referred by her family physician, 


Dr. Moyt Kerr, because of her complaint of the feeling of a lump in her throat. She was unable 


to give the date of onset of her symptoms, but she recalled that they had become progressively 


worse during the last eight months. There was no hoarseness, no pain, and only minor difficulty 


in swallowing. She did not complain. of respiratory obstruction. Dr. Kerr reported that her 


general physical examination and laboratory studies were negative 


Exanmination,—Ears, normal; nose, normal. Pharynx : On depressing the base of the tongue, a 


tumor mass was seen to pop up from the hypopharynx. The rounded tip was approximately 3 em 


in diameter and was covered with pale,\smooth, and glistening membrane. The gross appearance 


was not unlike that of a nasal polyp. By indirect laryngoscopy it was possible to see that the 


point of origin was somewhere in the region of the larynx and that there was an elongated pedick 


from the point of origin. At this time iff was not possible to see this point clearly. On Nev. 9, 


the patient was reexamined. Because the tumor mass was soft, the possibility of some cystic 


elements was suggested. It was decided to make an exploratory incision, which was readily done 


after the application of 10% cocaine. After) the incision very little fluid was evacuated and yellow 


lobular masses suggesting fat protruded from the opening. This incision resulted in a slight reduc 


tion in the size of the tumor mass. After this it was possible to observe that the point of origin 


was at or near the right arytenoid cartilage. The patient was admitted to the hospital on Noy. 12 


Operation.— After the local application of 10% cocaine, general anesthesia was induced by 


the use of curare and thiopental (Pentothal) sodium. With the use of the Lynch suspension 


apparatus, exposure of the tumor and the surrounding area was attained with no difficulty. The 


body of the tumor was grasped in a tenaculum, and an ordinary nasal snare was slipped down 


the pedicle to its attachment. Bleeding following excision was minimal. The point of origin was 


then clearly seen and proved to be the posterior and lateral surface of the base of the right 


arytenoid. As an additional precaution, the denuded area was coagulated by surgical diathermy 


The postoperative course wa. uneventful, and the patient was allowed to leave the hospital within 
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two day The symptoms of which she complained were immediately relieved, and sh« 
plained of very little pain or discomfort following the operation. Within a month the area he: 
completely, and it was almost impossible to recognize the site of the surgical intervention 

Pathologic Findings.—The report of the pathologist, Dr. Warren C. Hunter, is as follows 

Gross Examination: The exceedingly soft, yellow to black, and largely smooth-surfaced body 
measures 3 by 2 by 1.5 cm. It has been attached along one end only, and here the covering is 
defective. When the tumor is sectioned, one finds an exceedingly soft yellow center, which grossly 
looks like fat. Covering this is a rather loosely attached membrane 

Microscopic Examination: On the external surface one finds a covering of stratified squamous 
epithelium of variable thickness without any indication of neoplasia. Below this is a somewhat 
hyperemic, loose submucosa in which occasional mucous glands and their ducts are found. Lying 
centrally is a tumor very loosely constructed. In this are many clear rounded spaces with nuclei 
in the cellular membrane. These have the structure of fat. However, there are many othet 
that are elongated and apparently are of connective tissue origin, The two types of cells often ar 
intermingled, One is reminded of neurofibroma by the looseness of the connective tissue. but | 
think it is due to edema here. Since the spindle-shaped cells are not foamy, it seems also unlikely 
that they represent immature fat cells 


Pathologic Diagnosis: Polypoid lipofibroma of larynx with edema 


SUMMARY AND CONCLUSIONS 


Lipofibroma of the larynx is a rare condition, and the symptoms are. similar 


to those of other benign tumors of the area. 

Treatment is surgical and may be either by intralaryngeal or by external 
approach, 

The literature is reviewed, and a new case is presented. 
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MENISCECTOMY 


A New Approach to the Temporomandibular Joint 


Joseph R. RONGETTI, M.D. 
NEW YORK 


Hk TEMPOROMANDIBULAR joint has been a neglected area the 


hands of the otolaryngologist. When he is confronted with the patient who 


is complaining of pain in this site, his main concern is the exclusion of the ear as 
In the course of his examination he finally indicts the tem 


a cause of this pain. 
poromandibular joint and is relieved to be able to properly refer the patient to a 


dentist for correction of the bite. In the great majority of cases, and in competent 
hands, dental restoration, balancing of occlusion in the natural teeth, or orthodontia 
is effective.’ However, there are those patients in whom there may be a major 
meniseus disturbance which will not be so benefited and who will be helped onls 
by removal of the temporomandibular disc. 

It is not within the scope of this paper to debate the ramifications of the syn 
drome which has been ascribed to temporomandibular derangement. Such symp 
toms as tinnitus, vertigo, eczema or wax of the external canal, metallic taste, and 
dryness of the mouth, as reported by Costen,? have not been encountered by me 
Sarnat feels that this syndrome as described by Costen should be abandoned. 
Seaver ' feels that a mechanical disturbance of the mandible and its joint cause 
a mechanical disturbance of the middle ear and inner ear, producing the symptoms 
of tinnitus, deafness, and vertigo. | have not observed these symptoms in my cases 

However, patients with temporomandibular meniscus disease do have pain as 
their main symptom, which is usually. so severe that it interferes with sleep. It is 
always made worse by chewing. The pain may be localized to the temporomandib 
ular joint area or referred to the ear. At times it simulates a trigeminal neuralgia, 
with most frequent radiation to the first division of the fifth nerve and, on occasion, 
radiation to the second and third divisions of the trigeminal nerve. The pain, of 
course, is severest in the affected joint, but there is almost always seme pain in 
the opposite joint, due to uneven. stress. 

Loud cracking, heard always by the patient and sometimes by the observer, is 
a very common sign. This can usually be felt as a crepitation or snapping by the 
palpating finger, The cause for this is obscure, but it may be due to an uneven 
riding of the condyle over a centrally thinned-out meniscus or to a snapping of the 
condyle over an abnormally thickened anterior or posterior meniscus edge. 

Tenderness of the joint is constant and is best elicited by pressure with both 
palpating forefingers on both temporomandibular joint spaces simultaneously with 
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the patient’s mouth open. ©n occasion, during acute episodes, a slight swelling 
about the joint may be present. This apparently is not due to an articular collec 
tion of fluid, for in one patient (Case 3) paracentesis of the joint was not produc 
tive of fluid, 

Restricted motion, #s evidenced by incomplete opening of the jaw, is usually 


seen. This opening defect may be so severe as to interfere with nutrition, If the 


jaw can be opened adequately, it will slide to the affected side because of the restric 


tion of motion of the condyle on this side. This splinting on the affected side ts 


Am 


Fig. 1—A, roentgenogram of normal temporomandibular joint in closed-mouth position ; 
roentgenogram of normal temporomandibular joint in open-mouth position 


Fig. 2 (Case 2).-Preoperative roentgenograms of the temporomandibular joint. Mouth in ; 
closed position (.1). Attempt at opening the jaw (B) has resulted in an increase of the vertical 
diameter of the joint space, with no forward sliding of the condyle 


usually muscular in origin and is due to spasm of the internal pterygoid, temporalis, 
and masseter muscles. 

Routine roentgenologic study is not of great help in demonstrating the exact 
type of derangement of the meniscus. Hlowever, it demonstrates the degree of 
immobility of the condyle of the affected joint and graphically demonstrates the 
postoperative gain in motion. Studies are made with the jaws first closed and then 
opened. Normally, the condyle is seated in the fossa just behind the articular 
tubercle (Fig. 1-1). When the mouth is opened widely, the condyle moves forward 
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and down out of the fossa, to rest beneath and slightly in front of the articular 
tubercule (hig. 16). With disease of the meniscus the condyle has less motion and 
may not move forward at all with the mouth open (lig. 2B ). 

lor a better understanding of the surgery to be described, it is wise to consider 
a few of the important physiologic and anatomical facts. 

The temporomandibular articulation is a freely movable gliding hinge joint 
The head of the condyle of the mandible rests, with the jaw closed, in the fossa 
mandibularis of the temporal bone. This fossa is bounded anteriorly by the articular 
tubercle and posteriorly by the tympanic plate of the bony auditory external canal 
This posterior association is most intimate. It is this fact which suggested the 
new approach to the joint. The articulation is completely enclosed in a capsular 
ligament, which is not of great tensile strength, and which cuts with ease. Resting 
on the head of the mandibular condyle, in the manner of a loose-fitting skull cap, 
is the fibrous interarticular disc, or meniscus. This meniscus is thin in its center 
and mildly biconcave on its upper and lower surfaces. It is set somewhat anteriorly 
on the head of the condyle, so that its more intimate association is with the articular 
tubercle 


Fig. 3 (Case 2).—Postoperative roentgenograms of right temporomandibular joint, showing 
marked improvement in mouth-open position (2) 


Medial to the ramus and neck of the condyle are found the internal mawillary 
artery and vein, the inferior alveolar nerve, the auriculotemporal nerve, and the 
middle meningeal artery. These structures are not encountered in meniscectomy 
and are to be considered only in resection of the neck of the condyle. Laterally, 
however, there are important anatomical structures which must be dealt with in 
surgery of this area. These are the parotid gland, the external carotid artery with 
its internal maxillary and superficial temporal artery branches, and the facial nerve 


Unquestionably, exploration of the temporomandibular joint has been an unusual 


procedure, because of the difficulty and danger in all previous classic approaches. 


Blair ® has used an incision starting in front of the helix, within the hair line. 
extending vertically downward and curving posteriorly. Wakely ° has suggested a 
T-shaped incision, with the horizontal portion over the zygoma. Dingman? uses 
an incision which hugs the helix in its upper portion and is carried downward in the 
fold anterior to the helix, coursing just inside the margin of the tragus to the 
anterior fold of the lobule. It is then carried down to the lower attachment of the 
lobule. With this incision the same problems arise as with the other incisions: 
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namely, the lower part of the incision must be made with care because of its prox 


imity to the main branches of the seventh nerve, the tributaries of the temporal 


artery must be ligated, and the parotid gland must be identified and mobilized, if 


ssible 


With the incision and approach to be described, surgery of this joint is reduced 


to its ultimate in simplicity to the otolaryngologist and, especially, to the endaural 


surgeon. 


ANESTHESIA 


hiopental ( Pentothal) sodium is administered intravenously with nasal intuba 


tion, It is imperative that oral intubation not be used, for with the mouth open 


the action of the joint cannot be visualized and localization of the condyle is made 


difficult. Intravenous thiopental sodium is supplemented with local infiltration of 


the superior, anterior, and inferior portions of the outer external auditory canal 


with 1% procaine. This has the added advantage of reducing capillary bleeding 


lig. 4—Photograph of a drawing of the endaural incision 


Fig. 5.—Photograph of a drawing of the articular capsule and the parallel incisions (broken 
lines) into the upper and lower joint spaces, which will expose the lateral margin of the meniscus 


OPERATION 


The head is prepared and draped as in endaural temporal bone surgery, The 


first incision is an exact duplicate of Lempert’s second endaural incision.” It begins 


at the superior extremity and well within the external auditory canal down to bone, 


and extends upward in a curvilinear manner, hugging the anterior helix and 


P hecoming less penetrating as it approaches the surface, and ends at about the level 


of the inferior crus. The incision is deepened until the temporalis muscle fascia 1s 


identified. Bleeding points are clamped and coagulated. The second incision is an 


inferior continuation of the first incision, starting at its endaural limit and sweep 


ing anteriorly in a circular manner on the posterior surface of the tympanic plate 


The blade at this time must be in continuous contact with the tympanic plate. If 


the incision is external to the edge of the tympanic plate, the parotid gland will 


he incised, and troublesome bleeding will ensue. This incision describes almost 
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a complete half-circle. Before it becomes a complete half-circle, it 1s extended in 
a straight line anteroinferiorly in the incisura intertragica, cutting through the 
cartilage in this area and ending just before it approaches the surface (lig. 4 
With a periosteal elevator the temporalis muscle is undermined and the root of 
the zygomatic arch is identified. With anterior retraction more of the zygomati 
arch is exposed. The condyle can be palpated immediately after this retraction 
and with blunt dissection the capsule of the joint is easily exposed. Parallel hori 
zontal incisions are then made into the upper and lower joint compartments, and 
the disc is then grasped with small hemostats (hig. 5). A narrow periosteal ele- 
vator is then used to free the meniscus, care being taken not to scratch the synovial 
articular surfaces. Small scissors are then used to cut the cartilage from its anterior 
and deep attachments. Following this removal, motion of the condyle and inspec- 
tion of the joint surface are possible. The capsule need not be sutured, and the 
upper portion of the skin incision is closed with interrupted black nonabsorbable 
surgical (silk) sutures. Drainage is not used, and a long larresine (pliable paraffin ) 
mesh wick is inserted in the canal. .\ regular mastoid dressing is used, and pro 
phylactic antibiotic therapy is instituted. The patient is given liquids for 24 hours 
and is asked not to move his jaw for the first 24 hours. After this first day he is 
encouraged to move his jaw freely and is given a regular diet. On the fifth day the 
wick is removed. 

There have been three cases treated in this manner, and, fortunately, each one 
of this small series presented a different type of history and a varying gross artic- 


ular dise change. Each patient had regression of symptoms following meniscectomy 


REPORT OF CASES 


Case 1—R. L., a white man aged 26, was admitted to St. Vincent’s Hospital on Sept. 22, 


1953. Five days before admission he fell and struck the point of his jaw. He stated that he lost 
consciousness for a few minutes. Since then he had had continuous pain in the region of the right 
temporomandibular joint. He had been unable to chew food, and any motion of his jaw caused 
severe pain. Examination showed him to be unable to open his mouth more than 1 em. There 
Was exquisite tenderness over the right temporomandibular joint. X-rays of the skull and 
mandible were negative for fracture. Temporomandibular joint x-rays, with the mouth closed 
and open, showed lack of motion on the right side. Because of the severe nature of the pain and 
the type of onset, it was felt that we were dealing with a severely traumatized disc, and 
meniscectomy was performed on Sept. 24, 1953, the ninth day following the accident. O,dinarily, 
this dise is resistant to traction during its removal; however, in this instance, it broke way i 
three pieces. I feel that, although the disc never fragments, owing to its resiliency, it may, how 
ever, in severe trauma, develop planes of weakness, which reduce its tensile s‘rength. 

Histologically, the tissue was reported as dense fibrous tissue. The patient was discharged 
on Sept. 28, 1953, the fourth postoperative day, with good mandibular motion and minimum pain. 
On Oct. 2, nine days following meniscectomy, the patient was seen in clinic with no complaint 
and with excellent mandibular motion. There was no complaint or evidence of poor dental 
occlusion. 

Cast 2.—M. A., white woman 31 years of age, was admitted to St. Vincent's Hospital on 
Noy. 30, 1953. Six months previously, while eating a large roll type of sandwich, she experienced 
a sudden locking sensation in her right jaw. Since then she had been unable to open her mouth 
and had been unable to chew. Pain was severe while eating, and she could not manage solid 
food. On occasion the jaw seemed to “lock.” She stated that her teeth did not come together as 
well as they used to do, especially anteriorly. Examination revealed an inability to open the 


mouth more than 1 em. There was a swing of the jaw to the affected side. There was sever: 
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tenderness over the right temporomandibular joint, and there was no sensation of motion 


showed a marked limitation of mot 


condyle under the examining finger. Preoperative x-ray 
of the right temporomandibular joint (Fig. 24 and B) 


ght meniscectomy was performed. Grossly, the meniscus was thickened at 


On Dee. a al! 
firm and was about three times its normal thickness in its anterior 


portion Mic roscopl ally 


tissue was reported as being dense fibrous tissue. It is felt that the locking was due to anter! 


thickening, which impeded sliding of the meniscus, and which, with forward motion of tl 


condyle, became locked between the articular eminence and the articular surface of the condy] 
Postoperatively, the patient was able to open her mouth adequately and was able to chi 
solid food with fair ease (Fig. 3B). 
She was discharged on Dec. & 1953. She has been seen at regular intervals since then, at 


can open her mouth fully, although she still has some swing of her joint to the right 


has no pain and has regained her weight 


Case 3—J. R., a white woman, was admitted to St. Vincent’s Hospital with a history of 


clicking and pain in her right temporomandibular joint of six months’ duration. There was n 
acute onset, but there had been progressive increase in pain, which was especially severe after 
eating. The pain occasionally interfered with sleep. It radiated to the ear and into the tempor 


and facial regions. There was occasional swelling over the affected area 


Five months before the patient's admission, Dr. John Murphy, Chief of Dental Service, in 
maintained 


effort to rest the part, immobilized her jaws with interdental wiring. This was 
six weeks but did not give relief. After this, weekly interarticular injections of hydrocortisone 
(Hydrocortone) acetate were given, This treatment was continued for six weeks, without relict 
She then had dental correction ot occlusal defects, without benefit. After this, a vertical openings 
splint was fitted, to institute a change in the relationship of the head of the condyle to the articular 
eminence and glenoid fossa. This was worn for two months, but there was no relief from pain 

toutine temporomandibular x-rays on three different occasions were inconclusive as to dis 
turbance of motion. It is fair to say that roentgenographically there was no limitation of moti 
or deviation from the normal in joint space 

On April 28, 1954, a meniscectomy was performed. The cartilage was found to be of normal 
size but extremely soft and of almost fatty consistency. Microscopically, it was reported as being 
partially hyalinized fibrous tissue. Her postoperative course was uneventful, and she was dis 
charged on May 6. She has been seen regularly since then and states that she is free of temporo 
She still has pain of slight degree in the anterior temporal region, which, we 


mandibular pain 
has been 


feel, is of muscular origin. There is much greater facility in eating, and there 


disturbance in her dental occlusion. 


M MARY 


Sl 


The operation of meniscectomy is of decided benefit in certain types of temporo 
mandibular joint derangement. It is our impression that the procedure would be 
used more frequentiy, and benefit extended to many more patients with this diffi 
culty, if scarring were not a factor and if the joint could be approached without 
danger to the anterior auricular vessels, the parotid gland, or the facial nerve. | 
have presented a method of approach which completely avoids these structures and 
which leaves almost no visible incisional scarring. 

Three cases are presented. The first was a case of acute trauma to the meniscus, 
with marked benefit after meniscectomy. The second patient had severe locking of 
the joint and experienced complete recovery of function following meniscectomy 
The third patient had pain as the most prominent symptom, and, although she 
received intensive dental care, including wiring of the jaws, interarticular injection 
of hydrocortisone (Hydrocortone) acetate, and dental vertical splinting of the 
jaws over a period of two months, she received no relief until the meniscus was 
removed. 
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PLASMACYTOMA OF UPPER RESPIRATORY TRACT 
AND ORAL CAVITY 


LEO SCHWARTZ, M.D., F.A.C.S. 
NEW YORK 


\CYTOMA is a term used indiscriminately for plasma-cell accunin 
lations, inflammatory as well as neoplastic in nature and benign as well as 


malignant in character.*" Multiple myeloma is the most frequent of the plasmacytoid 


tumors. The problem of multiple myeloma is so intimately related to solitary 


plasmacytoma that some consideration of this interrelationship is necessary befor 


proceeding to the more limited subject of solitary plasmacytoma of the upper respira 


tory tract and oral cavity. Multiple myeloma is recognized as a frequent and rapidly 


fatal disease of bone originating in the medulla, or bone marrow, that is active im 


hemopoiesis.*’ One school of thought, however, considers it as an intrinsic disease 


of the blood-forming structures generally. The disease is characterized by multiple 


osteolytic foci in the involved bones. These foci are composed of plasma-cell masses 


Multiple myeloma is, as a rule, so rapidly progressive that death ensues within 


two years. In the later stages, the disease extends to the viscera, the skin, and 


other locations. While the lesions are usually disseminated, there have been case- 
‘solitary plasma-cel] 


with a single focus in bone. These have been designated 


myeloma” and are usually precursors or “herald” lesions of generalized multipl 


myeloma. There are instances in which multiple myeloma has metastasized to the 


upper respiratory tract. These lesions are microscopically indistinguishable fron 
hi 


the primary and solitary plasmacytomata which are under consideration int 


treatise. 


The fact that multiple myeloma frequently metastasizes to the upper respirates 


tract and the fact that 
frequently spreads to bone make it difficult’ to differentiate the conditions at times 


‘solitary plasmacytoma” of the upper respiratory tract 


Fhe distinction lies in the location of the primary lesion. This distinetion is often 


difficult, if not impossible, to make when cases are presented for the first time 


with coexistent lesions in both the upper respiratory tract and medullary bon 


“Solitary plasmacytoma” is the term used to denote the single lesion of the tyvy. 


that oceurs in the upper air passages and oral cavity. 


My study of solitary plasmacytoma made it apparent that, for various reasor 
first pre 


many of the total of some 150 to 200 cases reported (since Schridde ™ 


sented his case in 1905) must be deleted if any worthwhile conclusions are to |. 


drawn. Many cases were presented as frank multiple myeloma; others, undet 


closer serutiny, obviously were. In many instances the course of the disease wa- 


Presented as a candidate's thesis in partial fulfillment of the requirements for member 


in the American Laryngological, Rhinological and Otological Society, Inc. 
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“unknown.” Often the patient died of other causes. Some case reports were of 
autopsies in which the necessary clinical data were not available. There remained 91 
cases in which the material presented seemed adequate, and it is on a study of these 
that this treatise is presented. 

During the time from the first report in 1905 to 1951, there have been 13 cases 
in the first 23-year period and 152 in the following 23 years. Again, it is dountful that 
this increase represents an actual increase of the disease, rather it is additional 
evidence of the improvement in methods of diagnosis and recording. 

In 1949, after reviewing the literature and presenting a tabulated summary of 
the 95 cases reported up until 1947, Stout and Kenney “! added 9, making a total 
of 104. In 1952, l’wing and Foote *° collected 44 additional cases from the literature 
from 1945 to 1950 and added 18 (excluding their Group 1, of 9 cases of multiple 
myeloma), making an over-all total of 166 cases reported in the two series. To this 
group have been added other cases that have since been recorded, and from these 
have been culled the 91 cases deemed worthy, for the purposes to be enumerated, of 
analysis (Table 1). To these | have added two case reports. 

There is much in the literature that is contradictory. By reading occasional 
articles relating to the subject, the casual reviewer receives definite impressions on 
various phases of this disease. These impressions are refuted by other writers on 
the subject. l’xtremely divergent opinions are expressed concerning the very nature 
of the disease, its benignity or malignancy, its radiosensitivity or its radioresistance, 
and other important questions. Appraisal of these opinions is among the aims and 


objectives of this paper. Another aim is to conclude, from the end-results, whether 
) pa] 


or not there is any correlation between the site of the primary lesion and the end- 
result of the disease. 
CYTOLOGY AND HISTOLOGY 

llasma-cell tumors are of mesoblastic origin. They are composed largely of 
solid masses of plasma cells supported by a connective tissue reticular stroma 
or separated by connective tissue septa. l’lasma cells are thought to be derivatives 
of lymphoblasts or to be specific differentiated cells originated from small or large 
lymphocytes. The tumor therefore is considered to be either a lymphoma or 
similar to a lymphoma. 

Cell atypism is said to be characteristic. The cells vary in size and shape, being, 
as a rule, spherical, ovoid, or polygonal, with the nucleus eccentrically located at 
one pole. The five to eight chromatin fibers of the nuclei have a “cart wheel” or 
“spoke-like” arrangement around the nuclear membrane. The cytoplasm is abundant 
and basophilic and contains a diplosome and a pole vacuole close to the nucleus. 

In solitary plasmacytoma there are few mitoses and no Russell bodies. The solid 
masses are present in phalanges to the exclusion of almost every other kind of cell. 
(in the other hand, in multiple myeloma mitotic figures are frequent, blood vessels 
are more abundant, and hemorrhages are frequent. Perinuclear halo is rare, and 
the cells do not react to the specific plasma-cell stain (Unna-Pappenheim pyronine 
stain) in which the nuclei are green and the cytoplasm red. 

The cells yield no true index of malignancy. 

Plasma-cell granuloma is characterized by the presence of a large number of 
hlood vessels in addition to various other cells of inflammatory origin, 
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The histologic differentiation between plasma-cell granuloma and true plasma- 
cell neoplasia is difficult, if not impossible. 

Conjunctival plasma-cell lesions, which are not considered in this thesis, present 
a similar histologic picture but are a clinically distinct group, not truly neoplastic 
in nature. 

SIGNIFICANT LABORATORY DATA 

Radiologic Examination.—Marrow-containing bones of the entire skeleton should 
be surveyed for evidence of osteolytic foci to rule out the presence of multiple 
myeloma. Repeated examination over a protracted period must also be made to 
rule out, insofar as is possible, the later development of metastatic lesions. Th 
fallibility of roentgenography in detecting minimal osteolytic foci has repeatedly 
been emphasized, 

Examination of Urine.—Bence Jones protein, which is pathognomonic of mul 
tiple myeloma, is absent in 35% of proved cases, even after repeated urinalyses ; 
single “negative” specimens are of no significance. In plasmacytoma involving the 
upper respiratory tract and oral cavity, the presence of Bence Jones protein is an 
indication of osteolytic metastasis. 

/:xamination of Blood.—There is reversal of the albumin-globulin ratio, A high 
total serum protein level with a reversal of the normal ratio of 1.5 to 2.5:1 is a 
frequent finding in the disease. 

Bone Marrow.— The presence of “myeloma” cells in bone taken by sternal 
puncture or by other means is a significant finding. 

It is well to remember that in proved cases of plasmacytoma x-ray examination 


and blood and urine studies are usually “negative.’ 


CLASSIFICATIONS OF PLASMA-CELL TUMORS 
()ppikofer,°” in 1926, classified plasma-cell tumors as follows : 


1. Plasma-cell granuloma 
Senign localized plasmacytoma 


Malignant solitary tumor 


2 
3 
4. Malignant tumor with generalization in metastases 


Plasma-cell myeloma 
6. Plasma-cell leukemia 
Hellwig,’* in 1943, classified the tumors according to their clinical behavior, 
as follows: 
1. Noncancerous single lesions 
2. Cancerous tumors with locally destructive properties but without metastases 
3 


. Cancerous tumors with regional node involvement 


4. Cancerous tumors with metastases in bone (multiple myeloma ) 


wing and Foote,** in 1952, grouped the tumors as follows : 


1. Multiple plasma-cell myeloma 
2. Tumors confined to soft tissues without evidence of involvement of adjacent bone 
3. Solitary lesions with evidence of involvement of adjacent bone 
Krank *° proposed that the term “plasmacytoma” should be restricted to benign 
plasma-cell neoplasms—a proposal! difficult for the pathologist to assume and for 


the clinician to predetermine. 
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PROGNOSIS 


\ccording to Hellwig, 


The gloomy outlook of some authors, who regard extramedullary plasma cell tumors as funda 


mentally the same as multiple myeloma, is as unjustified as the opposite view that these tumors 


are, as a rule, noncancerous processes, If plasma cell tumors are observed for many years, it 


heeomes apparent that as a rule they begin as localized lesions in mucous membranes. This clini- 


cally noncancerous phase may persist for a long time, sometimes for ten years or more, but ulti- 


mately without change in histologic character, the process tends to become generalized. Whether 01 


not the dissemination, when it does occur, is the result of metastasis or of multicentric origin 


i the neoplasm cannot always be stated with certainty. 


Taste 2.—Primary Tumors Arising in or Adjacent to Bone 


Alive Died 


Avy. Sur Av. Sur 


Location of Tumor (uses No % vival, Yr No % vival, Yr 
Nusal cavity 22 17 77.3 3.5 5 20 3.3 
\otrum 7 3.1 ” 58.0 
Maxilla 2 1.3 2 1,2: 
Sphenoid 2 100.0 


Paste 3.—Tumors Arising in Soft Tissues Considered Not Adjacent to Bone 


Alive Died 


No. of Av. Sur Av. Sur 
Location of Tumor (Cases No Ge vival, Yr No % vival, Y1 
Nasopharyux 16 68.7 31.3 3.6 


Tonsil ; 
Pharynx J ” 3.2 


Larynx 41.7 2.0 10 


Soft palate 4 , 100.0 19 
Floor 
Bueceal mucosa 10 

Epiglottis WO 1.25 1 
100.0 


100.0 


mouth 


ot 


Uvula 
Vallecula 


‘Tongue 


Total 


Kecapitulation of Tables 2 and 


Tumors originating in ot 
contiguous to bone 
(Table 
Tumors originating in 
soft tissues (Table 3) 77.7 5.71 1 99 3 15 


In his summary this statement follows : 


After bone lesions became manifest, the duration of survival was one year and seven months 


After the tumor had locally invaded bones or had spread to distant organs, no method of treat 


ment prevented an early fatal outcome. 


Most of the lesions oceur in orifices, permitting exact localization. The single 


exception to exact localization is that of the nasal cavity. The largest single group 


of the series studied was located in that area. Many lesions in the nasal cavity are 


undoubtedly of superficial soft tissue origin but, being always adjacent to bone, must 


he suspected of actually or possibly involving bone. 
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Many of the tumors reported, although occurring solely in the upper respiratory 
tract, are multiple. The designation “solitary” must therefore meet with some 
objection. The multiplicity of the lesions does not seem to be a factor of great 


consideration, 

A breakdown of the figures is illuminating. Tables 2 and 3 present an analysis 
of the mortality in two groups of the tumor. Table 2 consists of primary tumors 
arising in or adjacent to bone. Table 3 is made up of tumors arising in soft tissues 


considered not adjacent to bone. 


MALIGNANCY OR BENIGNITY OF THE TUMOR 


James Ewing stated that plasmacytomata were usually benign. Figi and his 
associates *° felt that they were to be regarded as highly malignant and that the 


patient should be observed over a long period. This is undoubtedly a more accurate 


appraisal of the situation. Various other opinions range between the two extremes. 


From this review one must conclude that plasmacytoma is indeed a malignant 


tumor and, at times, rapidly so. At other times it demonstrates its “low-grade” 


malignant character in patients who survive (for periods of 20 to 30 years) with 


or without evidence of the disease. 


TREATMENT 


Surgery alone, irradiation alone, and surgery in combination with irradiation 
(roentgentherapy, radium packs, interstitial radium, or teleradium) were the meth- 
ods used in the treatment of most cases. There appears to be no overwhelming 
method of choice. Radiosensitivity is not characteristic of the tumors as a whole. 
In many cases the tumors are completely resistant. In the limited number of cases 
in which the records show immediate and lasting response of the initial lesion to 
irradiation, the outlook proved to be more favorable. On the other hand, radio- 


resistance was an unfavorable portent. 


OF CASES 


REPORT 


Case 1—A 49-year-old white man was first seen on May 26, 1952. He could not breathe 
through his nose, and his snoring was disturbing to others. He maintained that the condition 


had existed for at least 15 years and, since there was neither pain nor other discomfort, he had 


not sought advice. 
When the pharynx was examined, the soft palate and the left posterior pillar bulged. The 
patient gagged easily and, in so doing, the mass, which was the size of a large marble, came 


into view. It could also be seen in the posterior choanae by anterior rhinoscopy. The mass 


was hard and dark red with multiple small mammillated round areas, not dissimilar to clear 
submucosal retention cysts, studding the surface of the tumor. These, too, were rather firm. 


Laboratory Tests—The Wassermann, Mazzini, and V. D. R. L. tests were all negative for 


syphilis, and the urinalysis was negative for Bence Jones protein. 
The examination for the albumin-globulin ratio showed total protein, 7.4 gm.; albumin, 
4.9 gm., and globulin, 2.5 gm. per 100 cc. The albumin-globulin ratio was 1.9:1 (normal ratio). 
The bone marrow examination revealed 52,400 leucocytes per cu. mm., with the following 
differential count: segmented cells, 21%; stab cells, 20%; juvenile forms, 11%; eosinophilic 
myelocytes, 2%; myelocytes, 10%; lymphocytes, 13%; eosinophiles, 6%; normoblasts, 15%, 


and erythroblasts, 2%. 
The radiographic survey of the entire skeleton failed to reveal any evidence of osteolytic foci. 


Surgery.—An operation was performed on May 28, 1952, under intravenous barbiturate 
anesthesia. The mass was removed, with no attempt to excise it completely (Fig. 1). The 
base was found to be exceedingly broad, and it covered a great portion of the posterior wall 
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and vault of the left nasopharynx together with the lateral folds and left lateral wall of the 
nasopharynx. 

Microscopic Examination.—The mass was covered by a preserved squamous epithelium and 
consisted of large nests of plasmocytes. They varied considerably in size; some of them were 
rather large and had bizarre large nuclei. A rare large cell was binucleated. Those with the 
bizarre nuclei had definite nuclear hyperchromatism. There were very few mitoses. The nests 
were separated by fibrous bands and, occasionally, by zones of large lipid-bearing celis (Figs. 2, 
3, and 4). 


Diagnosis.—Plasmacytoma of the nasopharynx. 


Comment.—The anisocytosis and hyperchromia suggest a greater degree oi 
malignancy than is usual in the very slowly growing type of plasmacytoma. 


Fig. 1 (Case 1).—Reassembled gross specimen removed from nasopharynx. The tumor was 
removed in parts. 


Postoperative Course.—The postoperative course was uncomplicated. The patient was able 
to breathe well after the operation. There remained some infiltration of the soft tissues of the 
lateral portion of the nasopharynx. Radiotherapy was then instituted. The nasopharyynx was 
irradiated through two lateral and two oblique portals, so that a calculated dose of 2600 r 
was delivered into the mass over a period of 28 days. The last treatment was given on Sept. 8, 
1952. When the patient was examined on Sept. 15, 1952, there was little apparent response 
to the radiotherapy. 

The patient was next seen on Jan. 29, 1953. At that time a small area of the left lateral 
fold of the pharynx, just behind the posterior pillar, showed several residual nodules. On 
Feb. 12, 1953, this area was removed by punch and the specimen submitted for microscopic 
study to Dr. Bernard Kalfayan. His report follows: 

“Sections of the residual tumor differ in two important respects from those of the original 
growth. 1. The tumor now consists of a few, small, sharply circumscribed but not encapsulated, 
rounded or oval growths with smooth outlines. 2. The histology and cytology of the tumor 
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Fig. 2 (Case 1).—A, low-power photomicrograph of section of plasmacytoma of nasopharynx. 
B, high-power photomicrograph, showing cell atypism, hyperchromatism, plasma-cell masses, 
and connective tissue stroma. 


Fig. 3 (Case 1).—Low-power photomicrograph of mucous membrane of nasopharynx after 
irradiation. There are two nodules of modified plasmacytoma in the lamina propria. The 
overlying mucous membrane is raised but intact. 
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have been modified in the following manner: The tumor cells at the periphery of the growths 
resemble those in the original tumor. More centrally, however, there is a marked fibrous 
tissue reaction, with many interlacing strands of hyalinized collagenous fibers traversing the 
tumor and often compressing the large round tumor cells that now appear spindle-shaped, 
resembling the fibroblasts that lie along the collagenous fibers, yet retaining their cytologic 
distinctive features. Mitotic figures are not noted, and the impression one gains is that the 
growth has been arrested by radiation therapy, but many tumor cells have remained viable 
and are ready to assume activity under more favorable conditions.” (Figs. 3 and 4.) 

Case 2.—A 48-year-old man, native of Puerto Rico, was first seen on March 24, 1952. His 
chief complaint was discharge from the left ear for 25 years. A large red mass was found 
occluding the entire external canal. The mass was rounded and smooth, and there was purulent 


Vig. 4 (Case 1).—Higher magnification of the edge of the nodule in the center of Figure 3. 
Plasma cells can readily be identified at the periphery of the nodule. More centrally, these are 
compressed by strands of connective tissue fibers that form a large portion of the nodule. 


material which escaped when the mass was manipulated. Roentgenograms of the mastoids 
showed the left mastoid to be sclerotic and almost acellular. The right mastoid was pneumatic 
and normal. An audiogram revealed the hearing in the left ear to be defective, all sounds being 
heard below the 35 db. level. On April 18, 1952, a modified endaural radical mastoidectemy 


was performed. A soft red mass was found in the mastoid antrum. Traction was made on the 


mass within the external canal, and it was removed in toto without resistance. Thereafter all 
landmarks stood out clearly and none of the mass remained. The patient was discharged from 
the hospital April 25, 1952. The cavity has now epithelialized, and there is no drainage. The 
hearing has improved to the point that he now has serviceable hearing. Unquestionably, the 
hearing loss found before operation was largely due to the mechanical occlusion of the external 


canal by the tumor mass. 
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Microscopic Examination—The section revealed a surface of stratified squamous epithelium 
and some papillary hyperplasia. The stroma consisted of fibroblastic connective tissue intensely 
infiltrated with plasma cells and lymphocytes. There were some Russell bodies and eosinophiles. 
There were also some mitotic cells (Fig. 5). 

Diagnosis —Plasmacytoma or plasmacytic granuloma. 

Laborator» Tests—Examination of the urine for Bence Jones protein was negative. The 
albumin-globulin ratio was 2.1: 1. Roentgenographic examination of the entire skeleton failed 
to show evidcace of osteolytic foci. A roentgenogram of the chest did not show the presence 


of active tuberculosis. The blood Wassermann test was negative. 


Fig. 5 (Case 2).—A, low-power photomicrograph showing phalanges of connective tissue 
separating plasma-cell nests, 4B, high-power photomicrograph of area shown in A 
SUMMARY AND CONCLUSIONS 


Plasmacytoma is a cancerous disease beginning as a localized noncancerous proc- 
ess in the mucous membranes of the upper respiratory tract or oral cavity. 


There is a latent phase that may last from a few months to many years, but 


eventually generalized disease (multiple myeloma) ensues. 
The average period of survival after the process has become generalized is the 
same (two years or less) as that in multiple myeloma, with exceptional prolonged 


remissions in both. 
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The location of the primary growth is a determinant in the duration of the latent 
period. Primary lesions in or adjacent to bone have, on the average, a short latent 
period, and the patients have a poor survival expectancy. Patients with tumors 
originating in soft tissues have a longer survival expectancy. 

Histologic appearance gives no indication of the future clinical course of the 


disease. 
The use of the term “benign plasmacytoma” is unjustified, except in plasmacytic 
granuloma, which, at times, is histologically indistinguishable from true neopiastic 


plasmacytoma. 

Radiosensitivity is not a universal characteristic of the tumor. Many of the 
tumors are, however, exceedingly sensitive to roentgentherapy and radium. Radio- 
sensitivity of the primary tumor is a favorable prognostic sign. 
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AUDIOMETRIC PATTERN FOLLOWING DIHYDROSTREPTOMYCIN THERAPY 


RAFAEL C. TIONLOC, M.D. 
AND 
ANTONIO ROXAS, M.D. 
MANILA, PHILIPPINES 


EFORE the advent of isoniazed, streptomycin and dihydrostreptomycin were 
the drugs of choice to combat tuberculosis, and the frequent sequelae of pro- 
longed therapy were vestibular and cochlear impairment. Fowler and Feind ' 
claimed that ototoxicity frequently results from a large daily dose with a subse- 
quent high drug concentration in the circulation and renal impairment. Pitts * 


and co-workers consider preexisting auditory disease and age to be factors in 
early development of ototoxicity. Velasco * believes that tuberculous patients are 
more susceptible to the toxic effects of streptomycin than normal persons. The 
otic disturbances either begin alone or one succeeding the other, or they appear 
simultaneously. However, some patients do not experience any subjective otic 
disturbances, and not until a vestibular test or an audiogram is taken is the defect 
noted, 

Winston * believes that both streptomycin and dihydrostreptomycin damage the 
vestibular apparatus, while dihydrostreptomycin causes deafness more frequently 
than streptomycin. Garrow ° claims that dihydrostreptomycin deafness occurs sud- 
denly, and it may appear without warning even after therapy has been discontinued. 
He believes streptomycin is safer than dihydrostreptomycin. Brown and Pfuetze ° 
consider 1.5 gm. of streptomycin to be a large daily dose. After taking the audiograms 
of more than 12 patients receiving dihydrostreptomycin for a variable period of 
time, we noticed a dip at a frequency that aroused our curiosity. The purpose of 
this report is to publish the results of our audiometric studies and the effects of 
dihydrostreptomycin on the cochlear apparatus. We are presenting 14 cases of 
men suffering from varying states of pulmonary tuberculosis who received dihy- 
drostreptomycin therapy for long continuous or interrupted periods, and whose 
audiograms were taken after the therapy. The ages varied from 32 to 60 years. 
The majority were in their 40’s. The daily dosage varied from 0.59 to 1.0 gm. 
The least total dose was 40 gm. and the largest was 200 gm. 

Analysis of our cases shows that seven—Cases 2, 5, 7, 11, 12, 13, and 14, 
consuming a total of 90, 100, 120, 60, 100, 40, and 100 gm. respectively—never 
experienced any vestibular or hearing impairment subjectively. Caloric tests were 
performed on these cases with cold water, and vestibular response was based 


Read before the scientific meeting of the Philippine Ophthalmological and Otolaryngological 


Society, Manila, Sept. 26, 1953. 
From the Department of Eye, Ear, Nose and Throat, University of St. Tomas College of 
Medicine (Dr. Tionloc and Dr. Roxas) ; and the St. Isabel Hospital (Dr. Tionloc). 
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according to the criteria of Pitts and co-workers.? All these cases presented hypo- 
excitability of a mild degree. The rest of the patients exhibited hearing impairment 
during therapy. All cases presented in their audiograms, to some extent, evidence 
of deafness of the perceptive type, with a characteristic dip or notching at 2048 


cps. This dip usually begins at 1024 cps, goes down to more than 25 db. at 2048 
cps, and then goes up at 2896 cps. Cases 3 and 4 presented the same initial dip 


Dihydrostreptomycin Therapy in Fourteen Cases of Pulmonary Tuberculosis 


Total Dose 


Age, Dihydrostrepto- Frequeney Consumed, 
Cuse r mycin Dose of Dose Gm, Reaction to Therapy 
l 10 1 gm. daily Interruptedly 150 Otoscopy negative; 10th week of therapy, 
for 7 mo, experienced whizzing sounds and diminu 
tion in hearing 
2 40) 1 gm. daily Interruptedly 90 Otoscopy negative; no subjective symp 
H. M. for 3% mo toms 
3 36 1 gm. daily Continuously Otoscopy revealed slight retraction of 
A.M. for 3 mo. both drum membranes; experienced sen 
sation of fulness in both ears and hear 
ing loss during &th week of therapy, per 
sisting up to time of examination 
37 0.50 gm. 3% mo. Otoseopy negative; experienced tinnitus 
¥. G. daily for with diminution in hearing in 4th week of 
week; then therapy, persisting up to time of exami- 
raised to 1 nation 
gm. daily 
5 4% 1 gm. daily Interruptedly More Otoscopy negative; experienced no symp 
N. M. for 6 mo. than toms 
100 
6 13 gm. daily 2 mo 60 Otosecopy negative; experienced diminu 
S. F. tion in hearing of both ears after therapy 
7 45 I gm. daily Interruptedly 120 Otoscopy negative; no symptoms re 
ee for5 mo vealed during treatment 
~ 35 lem. daily Interruptedly 100 Otosecopy revealed a dry perforation of 
A. F, for4 mo. drum membrane on right side; no other 
symptoms claimed during therapy, nor 
any aggravation of tinnitus and deaf 
ness in right ear 
9 37 0.50 gm 11 mo 200 Otoseopy negative; patient experienced 
F.H intermit tinnitus after receiving more than 90 gm 
tently to 
1 gm. daily 
10 32 1 gm. daily Interruptedly 148 Otoscopy negative; however, patient ex 
E.M for 7 mo. perienced diminution in hearing and oe 
casional bouts of tinnitus during sth 
week of therapy 
1 “4 I gm. daily Continuously 60 Negative otoseopie findings; no symp 
for 2 mo toms 
12 32 0.50 tol Interruptedly 100 Otoscopy negative; no symptoms 
em. daily for 6 mo. 
13 60 1 gm. daily Continuously 4) Otosecopy negative; no symptoms 
Ge for 40 days 
4 4s 0.50 gm. Interruptedly More Otoscopy negative; no symptome 
A. 8. daily for5 mo than 


100 


* All patients were Filipinos. 


or downward curve of more than 35 db. at 2048 cps., maintained along to 4060 
to 5000 eps range levels. The dip or notching at this frequency, as seen in all 


our audiograms, led us to believe that possibly some time in the course of, and 
definitely after, dihydrostreptomycin therapy a certain degree of damage to the 
vestibular and cochlear apparatus sets in, irrespective of absence of subjective 
Fortunately, during the preparation of the manuscript 


clinical manifestations. 
another group of 11 patients were examined and presented similar audiometric 
findings. This group received more than 45 gm. each interruptedly for more than 


two months. 
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COM MENT 


Disturbances in equilibrium were not apparent clinically in this group of cases. 
The caloric tests done on the seven cases who never presented any symptoms per- 
taining to the vestibular and coch!ear apparatus exhibited hypoexcitability by caloric 
test. The clinical behavior of our cases towards dihydrostreptomycin therapy with 
regard to ototoxicity was of a mild degree and seemed to be delayed, irrespective of 
prolonged interrupted therapy and normal daily dosage schedules. According to 
Velasco,* 0.50 gm. is a safe daily dose; however, our patients presented objective 
signs of ototoxicity of a mild degree even within this safe dose limit. It seems 
reasonable to limit the period of therapy with dihydrostreptomycin since, as Gar- 
row’ and other authors have pointed out, the onset of deafness may appear 
even without warning. A minimal amount of deafness without subjective mani- 
festations may bring about permanent damage because of prolonged therapy. 
H. Corwin Hinshaw and associates,* in their report to the Veterans Administra- 
tion, Army, and Navy 12th Conference on Streptomycin, have claimed that they 
have achieved a reduction in ototoxicity and therapeutic effectiveness by combin- 
ing the two drugs in their cases. The studies on the streptomycin group of drugs 
as to the site of damage seem to be controversial. Velasco,’ Berg,’ and others 
believe that the lesion is peripheral, while Winston* and others believe that it 


is a central lesion. 


SUMMARY AND CONCLUSIONS 


Fourteen cases presented abnormalities in their audiograms characterized by 
a dip or notching of more than 25 db. at 2048 cps. Seven in this yroup, without 


subjective manifestations of ototoxicity, revealed hypoexcitability by the caloric 
test. Six cases presented subjective hearing impairment. In one case, the hearing 
loss was attributed to perforation of the drum membrane. All patients received 
the drug within the average daily dose for long continuous or long interrupted 
periods. Six normal subjects were used as controls and presented normal audio- 
grams. Another group of eleven patients presented the same downward curve 


at the same frequency. 

The detection of a downward curve or notch in pattern in the audiograms of 
these patients led us to believe that dihydrostreptomycin is capable of producing 
cochlear and vestibular impairment even within an average daily dose level regard- 
less of continuous or interrupted periods of therapy. Possibly our patients responded 
in a mild and delayed reaction to dihydrostreptomycin ototoxicity as compared to 
the reports from abroad. Since all audiograms presented perceptive types of deaf- 
ness, this notch or dip at 2048 cps would serve as a sign of warning of the onset 
of cochlear damage. With this in mind, the importance is stressed of performing 
audiometric and vestibular examinations before, during, and after therapy with 
the streptomycin group of drugs, as recommended by Fowler and Feind. 


Dr. Emery Dwight Dill, Director, St. Isabel Hospital, gave access to clinical material and 
encouragement, which made this study possible. 

* Hinshaw, H. C., and others, cited in Product Reference Notebook of Squibb, New York, 
E. R. Squibb & Sons, 1953. 
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EPIGLOTTIC ABSCESS, IMPENDING ASPHYXIA, TRACHEOSTOMY 


MORRIS F. HELLER, M.D. 
NEW YORK 


N THE: past few years there have been few articles published describing disease 

of the epiglottis. Malignant disease of this structure usually is included as a 
division of laryngeal neoplasms. Benign lesions and cysts, mucus or embryonal, 
if small, may be asymptomatic; hence many may remain undetected. Chondro- 
malacia and hyperplasia of the epiglottis most frequently are associated with con- 
comitant laryngeal abnormalities.’ Primarily infectious processes of the epiglottis 
probably occur with relative frequency, as this review discloses (Tabie). 

Kashiwado * has described a disorder in a group of patients with complaints 
of pharyngeal discomfort which he diagnosed as epiglottic neurosis. He concluded 
that the pathology is an anatomical abnormality of the epiglottis, ossification of the 
epiglottis with chronic fixation. It was reported that relief was obtained by an 
application of cocaine to the base of the tongue. In some patients epiglottectomy 
was performed. 

Gasser * reported upon 25 or 26 children from 15 months to 7% years of age 
with pharngeal symptoms; he labels the condition he observed as “peracute phleg- 
monous edematous epiglossitis.” Noteworthy was the swollen epiglottis with 
rapidly progressive dyspnea. [carly diagnosis is important. He suggested that 
antibiotics might reduce both the mortality and the need for tracheostomy. 

Mumma * reported an instance of coccidioidomycosis confined to the epiglottis ; 
complete examination failed to reveal lesions elsewhere. Kelemen ° discussed con- 
genital laryngeal stridor. He presented case histories of four infants who died of 
respiratory tract pathology. In these patients the variations of the epiglottis did 
not contribute primarily to the fatalities; nor did Kelemen think that the gross 
or microscopic appearance of each epiglottis differed markedly from that found in 
similar studies of other infants who had died and in whom no stridor had been 
present. 


Volk and Chiang ® described the course of a 32-year-old man who required 
tracheostomy because of respiratory embarrassment with cyanosis and retraction. 
The tracheostomy was performed about 10 hours after the onset of a sore throat. 
The day following surgery indirect laryngoscopy revealed purulent exudate, released 
by the spontaneous rupture of an abscess of the epiglottis. With appropriate chemo- 
therapy the patient recovered completely in about one week. 

The epiglottis is a leaf-shaped lamella of yellow fibrocartilage.’ It is attached 
to the interior of the larynx, to the laminae of the thyroid cartilages by the thyro- 


From the service of Dr. John M. Converse. 
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epiglottic ligament, and to the hyoid bone by the hyoepiglottic ligament. The 
cartilage is covered by mucous membranes. Folds of mucosa, the aryepiglottic folds, 
and investing slips of muscles extend from the lateral borders of the epiglottis to 
each arytenoid cartilage and cartilage of Santorni. The cartilages of Wrisberg are 
included within the aryepiglottic folds, lending them support. 

embryologically, the epiglottis is formed from the pharyngeal mass, an outgrowth 
of the floor of the pharynx. This mass is identifiable in the third week of intra- 
uterine life. 

The functions of the epiglottis have been admirably described by Negus,* from 
whose book the following has been abstracted. 

Olfaction in mammals, in whom keen sense of smell is of paramount importance, 
requires a continuous air flow through the nose into the trachea. The epiglottis, in 
these animals, closes the gap between the nasopharynx and the larynx. The primary 
function of the epiglottis is to subserve the sense of smell. In some animals the 
tip of the epiglottis lies above the soft palate, in others beneath; hence in the latter 
the expired air flows over the tongue to remove its moisture, e. g., in the dog. 
Invariably there is an absence of the epiglottis in animals in whom olfaction is not 
primarily a protective function, i. e., amphibians, reptiles, birds, and air-breathing 
fish. 

The sense of smell permits animals to distinguish between edible and poisonous 
foods and to be warned by the scent of enemies. All mammals with keen olfactory 
sense possess a well-developed epiglottis in contact with the soft palate, both the 
hunted herbivora and the carnivorous hunter. In addition, the intranarial position 
of the epiglottis permits respiration of some mammals to continue during degluti- 
tion, as the semiliquid food of the herbivora glides down to the alimentary tract. 
In mammals in whom keen vision has superseded olfaction there is a regression 
of the latter function, with diminution in the size of the epiglottis as well as loss 
of its apposition with the palate. In man the gap between the soft palate and the 
epiglottis is increased further by the descent of the larynx into the neck upon his 
assumption of an erect position, by a recession of the mandible, and by the tongue 
occupying space in the pharynx. 

The epiglottis has additional functions: eliminating points of friction in res- 
piration and, with aryepiglottic folds, forming the lateral food channels for deglu- 
tition. It is cited, further, that the infant has more efficient aryepiglottic folds 
than the adult, since the baby’s diet is entirely liquid. 


REVIEW OF HOSPITAL ADMISSIONS 
In the five-year period since 1949, 19 patients have been admitted to the Man- 
hatten Eye, Ear, and Throat Hospital because of a lesion of the epiglottis (Table). 
Four were women; 15 were men. Ages ranged from 21 to 74 years. Six lesions 
were new growths; there were two retention cysts, one hyperkeratotic papilloma, 
one polypoid tissue, and two carcinomas. The remaining 13 patients demonstrated 
infection of the epiglottis, cellulitus, or abscess. Three abscesses were noted to have 


ruptured spontaneously, and one abscess was incised. All the infected patients 
recovered in from 4 to 13 days. Only one patient suffered with threatening asphyxia, 
developing rapidly, and this patient was subjected to prompt tracheostomy. 
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EPIGLOTTIC ABSCESS 


A CASE 


REPORT OF 


During the afternoon of May 22, 1951, Mrs. D. K., a healthy white 32-year-old married 
woman, experienced occasional sticking sensations along the left side of her larnyx. The sensa- 
tion was that of something lodged in her throat. At about midnight her apprehensive husband, 


more concerned about her discomfort than she, telephoned to me to examine her. 


She was first seen at 1 a. m., May 23. There was slight tenderness along the right side of the 


larynx. Indirect mirror laryngoscopy demonstrated epiglottic edema and hyperemia of the 
arytenoidal mucosa. Four hundred thousand units of penicillin were administered intramus- 
cularly. The patient was unable to swallow any medication. She was reexamined at intervals, 


and by 2:30 a. m. the epiglottic edema had increased and the arytenoidal area was edematous s 
and encroaching on the glottic airway. Accordingly, I drove her from her home to the Manhattan * 
Eye, Ear, and Throat Hospital, a distance of about three miles through the city, with dispatch. ; = 


As she got out of the car she demonstrated respiratory embarrassment, with indrawing of the 


suprasternal and supraclavicular soft tissue. She was obviously apprehensive because of her dif- 


ficult respiration. In the operating room she was reexamined by mirror, and only the huge 
edematous epiglottis could be seen. Tracheostomy was performed promptly, with immediate 
complete relief of the respiratory difficulties. Later that morning the patient was unable to 


swallow. Some trismus was present, and she could separate her teeth only about 1 in. (2.5 cm.). 


The epiglottis appeared less boggy, angry, and indurated. The valleculae were obliterated. The 


larynx could not be seen. The following day the only new observation was that on the left side 
of the epiglottis a small yellow area was surrounded by an areola of bright red congestion, about 


2 mm. in diameter. Several hours later this appeared ulcerated, covered by exudate. There was 


less pain on swallowing. 

The urine was normal; RBC, 4,500,000, hemoglobin, 84% ; WBC, 6,600; polymorphonuclear 
cells 72%, with 2% stab cells. Blood cultures remained sterile. X-rays revealed diffuse swelling 
of all laryngeal structures; small amounts of air were present in the fascial planes of the neck. 


Tie ethmoidal sinuses were somewhat cloudy. 

The temperature on admission was 102 F., and it fell to less than 100 F. by the first morning. 
By the fourth day the epiglottic edema had subsided enough to permit the arytenoids to come 
into view. Three days later the patient was awakened by severe pain in the throat, and the 


edema of the epiglottis once again obscured a view of the larynx. A small area of mucosa had a 


pearly appearance, as a vesicle. In another 24 hours the pain had subsided, the epiglottis was 
much smaller, and the glottis could be seen. On the 10th day the patient was permitted to return 
home, wearing the tube occluded. This was removed 48 hours later. Medication during her hos- 


pitalization consisted of penicillin and streptomycin until she could swallow, when chlortetra- 


cycline (Aureomycin) and sulfisoxazole (Gantrisin) were introduced. 


SUMMARY 


The experience of 19 patients with epiglottic disease admitted to the Manhattan 
Kye, Ear, and Throat Hospital during the last five years has been reviewed. All 
patients were adults. Men exceeded women in a ratio of three to one. Thirteen 
cases, or 66%, were infections of the epiglottis; 2 others were malignant growths; 
the remainding 4 were benign lesions. [Eighteen patients experienced no respiratory 
° difficulties. Only one was severely threatened with asphyxia. This was anticipated 


and relieved by tracheostomy. 
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NASAL LEISHMANIASIS AMERICANA IN PANAMA 


LUDWIG JAFFE, M.D. 
ALMIRANTE, PANAMA 


EX TBOOKS of otolaryngology, as a rule, do not describe tropical conditions 
of the ear, nose, and throat. However, modern travel and war may bring 


patients suffering from such diseases to the temperate zone. In the United States, 
Fasal and Gradow ' described a case of American leishmaniasis in the auricle of 
a laborer from El Salvador who had worked in Guatemala. Reipen* and larten- 
heimer * reported from Germany involvement of the nasal mucosa in patients who 
had lived in Brazil. Thus, a short account of the condition, together with personal 
observation of eight cases, may be warranted. 

Affection of the nose has been reported from Panama in only one case, by Bates 
in 1913. Bates’s report concerned a patient from another region of the Republic 
of Panama (San Carlos, Los Santos Province). There is little doubt that Bates’s 
diagnosis of affection of the nasal mucosa was correct, even if rhinoscopy was not 
done. The term “Oriental sore” used by him is no longer applied to autochthonous 


eishmaniasis of the Western I! emisphere. 
leisl f the West I! | 


ETIOLOGY 


The causal organism, Leishmania braziliensis, a protozoan parasite, is morpho- 
logically indistinguishable from Leishmania donovani and Leishmania tropica, the 
respective causal organisms of kala-azar (visceral leishmaniasis) and oriental sore 
(Aleppo boil, ete.). Sandflies of the genus Phlebotomus serve as transmitting 


vectors. 


GEOGRAPHICAL DISTRIBUTION 


The disease occurs in America from Yucatan, in Mexico, to Argentina, especially 
in the states of Sao Paulo and Bahia, in Brazil; in Peru and Paraguay, and in the 
West Indies. Local names for the disease in these areas are espundia, bubas brazili- 
ana, uta, pian bois, forest yaws, bosch yaws. However, these names are sometimes 


loosely applied. Stewart and co-workers * reported one case of autochthonous 
American leishmaniasis in Texas. A few cases of mucosal involvement have been 
reported also from regions in which oriental sore is more or less endemic (Greece, 
Italy, Spain, and the Sudan). As a rule, however, the affection of the mucosa is 


found only in the New World. 


PATHOLOGY 


The common lesions are in the skin and may consist in erythema, vesicle, papule, 
cauliflower-like growth, red plaque with raised edges, or ulcer. Ulcer of the auricle 
may result in the loss of a considerable part of the pinna (Fig. 1); it is known as 


From the hospital of the United Fruit Company (Chiriqui Land Company, Bocas Division) 


* Cited by Fasa! and Gradow.! 
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the “chiclero ulcer,” so named after the gum pickers of Central America. Most 
skin lesions are found on the limbs, the face, and auricles. Characteristic scars often 
result (Fig. 2). In the majority of the cases only the cutaneous lesions develop. 
Mucosal lesions of the nose, mouth, and even pharynx, larynx, and trachea (rarely 
of the eye and genitals) develop only in a minority, but in some endemic regions, 
like Paraguay and Sao Paulo, the percentage may be high among forest and planta- 
tion workers, who are exposed to the bite of the sandflies (Strong*®). There are 
no differences in age, race, or sex among equally exposed people. Most mucosal 
lesions appear from 6 months to 15 years after those of the skin. In about 10% 
of the cases the cutaneous lesions appear simultaneously with ‘esions of the mucosa 
(Pessda*). In only 5 of 1,791 cases which Villela’ reported from Brazil did the 
patients declare that the intranasal lesions developed first. The dissemination from 


Fig. 1 (Case 8).—‘Chiclero ulcer” of the auricle, healed. 
Fig. 2 (Case 3).—Scar over the right eye. Seque:a of cutaneous leishmaniasis. 


the skin to the mucosa probably occurs through lymphogenic and/or hematogenic 
extension. Autoinoculation by the scratching finger has also to be considered. 
According to Pess6a,® cutaneous lesions occur in regions up to 2,800 meters above 
sea level and mucocutaneous lesions in the low regions in the forests. The initial 
lesion in the nose consists in hyperemia and, later, ulceration. The ulcers may spread 
and lead to extensive destruction, The external appearance of the nose may remain 
normal for a relatively long period, although internally a great deal of destruction 
may take place. Further progress may reduce the external nose to the apertura 
piriformis. Mattos Barretto + gives the following classification of the nasal lesions: 

1. Ulcerous-destructive form 

2. Atrophic form 


. Infiltrative form 


3 
4. Polypous form 


¢ Cited by Pupo."! 
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The ulcerous-destructive form is, of course, the most dangerous one. The 
atrophic forni is characterized by dry mucosa and the formation of crusts. It may 
develop in the course of time or as a result of treatment. The infiltrative form may 
reach the middle turbinate but seldom surpasses it. The polypous form is charac- 
terized by tumor-like formations originating from the anterior part of the septum; 
it is usually unilateral. The polyps may be pedunculated, diffuse, or sessile (lig. 3). 


HISTOLOGICAL FINDINGS 


Klotz and Lindenberg * reported from Brazil on histological examinations of 
15 cases of leishmaniasis of the nasal mucosa. In their experience, the most striking 
features were (1) the primary perivascular lymphocytic infiltration of the submu- 


Fig. 3 (Case 8).—Polypous form of nasal leishmaniasis. 


cosa; (2) the gradual dominance in numbers of the plasma cells and the endothelial 
cells; (3) the development of endothelial nodules, which become aggregated about 
the vascular channels ; (4) the appearance of three types of nodules: (a) endothelial, 
(b) necrosing, and (c) fibrous; (5) the presence of marked endarteritis, with occlu- 
sion of many vessels, and (6) the presence of the parasite within the endothelial 
cells in all stages of the disease. However, they were not able to find Leishmania 
organisms if the material had been fixed in formalin. For the demonstration of the 


parasite they recommend fixation in Zenker’s solution or in mercury bichloride and 
alcohol. According to Pessoa and Barretto,’ the parasites are numerous in the early 
stages of mucosal lesions but become increasingly difficult to find as the lesions 
become old and secondarily contaminated. The authors state that the parasite is 
near'y always intracellular but that it may lie extracellularly between cells which 
have been separated by edema resulting from subjacent inflammation. The type 
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of cell most commonly infected is the histiocyte, but parasites may occur in many 
other types of cells, including polymorphonuclear leucocytes and fibroblasts. Rudolf 
Jaffé'’ reported from Venezuela on the histological studies of 25 cases of nasal 
mucous membrane leishmaniasis. He observed epithelial proliferation and granula- 
tion tissue with infiltration of round cells, plasma cells, and typical Langhans giant 
cells, which were not found in nodules, as is the case in tuberculosis. Parasites were 
found more easily by Rudolf Jaffé in tissue smears after removal of the blood from 
the excised piece than in histological sections. In a personal communication to me, 
Prof. R. Jaffé confirmed Klotz and Lindenberg’s experience of the difficulty in 
finding parasites in formalin-fixed tissues. He recommends Bouin’s or Zenker’s 
solution. In his article, Rudolf Jaffé points out that the histological picture alone 


_ Fig. 4.—Cutaneous leishmaniasis of the nostril and upper lip. Leishmania braziliensis found 
in smear. Kahn test also positive. Possible mixed infection with syphilis or yaws. 


does not allow one to make a definite diagnosis, but that the pathologist with experi- 


ence in the condition may be able to suspect leishmaniasis. The less experienced 


may mistake the findings for tuberculosis. 


DIAGNOSIS 


In the highly endemic areas the diagnosis seldom is difficult. In other regions, 
where the condition is less common, or in the case of persons who come from tropical 
countries to the temperate zone, it is important that the examiner think of the dis- 
ease. One has to remember also the fact that under tropical conditions not only one 
but several diseases may be present, for instance, syphilis and leishmaniasis or a 
malignant growth and blastomycosis. Other conditions which have to be considered 
in differential diagnosis are leprosy and yaws. Figure 4 shows a dermal lesion of 
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the nostril and upper lip. Leishmania organisms were found in the smear. However, 
the Kaha reaction was also positive. Lupus vulgaris of the skin and the mucosa of 
the upper respiratory tract is practically nonexistent in tropical countries but may 
be considered in persons who originally come from the temperate zone or who have 
resided there for a prolonged period of time. On examination of the nose, one should 
remember the changes described under pathology. Perforation of the septum is one 
of the commonest consequences of nasal leishmaniasis ( Pessoa"). In the mouth, 
the palate is the localization site of preference (.\guiar Pupo''). In many cases of 
mucosal involvement a scar on the limbs or face, as sequelae of previous cutaneous 
lesions, will be present. The parasite may be found in scrapings from the lesions, in 
smears from excised tissue, or in histological sections, or it may be absent, as has 
been discussed above. Serological reactions are not reliable ( Pessoa®). Very help 
ful in making the diagnosis is the intracutaneous Montenegro test. This is an allergic 
reaction which was introduced by Montenegro in 1926 '* and was based on the work 
of Wagener.'* From 0.1 to 0.2 cc. of a suspension of a culture of Leishmania 
braziliensis in 0.4% phenol is injected intradermally. Within 48 hours there is a 
sharp local reaction. which persists up to several days. .\ moderately severe reaction 
and formation of a pustule are seen with greater frequency in Negroes. Such a 
positive reaction proves that the patient suffers or has suffered once from a Leish- 
mania infection. The allergy tends to remain for life; i. e., it persists in clinically 
cured cases. In very early infections the test is not reliable, but in such cases it ts 
usually easy to find the parasite. As a rule. strong positive reactions are found in 
lesions of the mucosa and in old cases. False reactions are weak and disappear early 
(Pessda).£ The test cannot be used to distinguish different forms of Leishmania, 
e. g., L. braziliensis from L. tropica (Wagener,’* Montenegro,'* Fasal and 
Gradow '). 
TREATMENT 
Modern therapy began in Brazil with the introduction of antimony potassium 
tartrate by G. Vianna in 1912, This drug has to be given by intravenous injection, 
and untoward effects are common. At present stibophen (Neoantimosan ), a triva 
lent antimony compound developed originally in Germany by Bayer as Fuadin 
and sold now in Latin America under the name of Repodral by Winthrop Products, 
Inc., New York, is much used. It has the advantage that it is given by the intra- 
muscular route. Untoward effects are, in my experience, less pronounced than with 
antimony potassium tartrate, but they are not uncommon. The dosage for my 
patients usually conforms to the original manufacturer’s advice. For adults of 
average build the first dose is 3.5 cc., followed every second day by an injection of 
5 ce. until 10 injections are completed. If necessary, the course of injections is 
repeated after a lapse of one or more months. If general malaise, pains, ete., are 
too pronounced, the treatment is interrupted for several days, and/or the daily dose 
is reduced. Another preparation which is used in South America is dioxydiamido- 
arsenobenzol (Eparseno). It is made by Poulenc Fréres, Paris. I have had no 
experience with this drug. 

Local treatment may be only symptomatic. For the removal of crusts, washing 
with sodium bicarbonate has been recommended. Local appiication of 1 to 2% 


$ Personal communication to the author from the Instituto Oswaldo Cruz, Rio de Janeiro, 
srazil. 
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antimony tartrate solution and cauterization with trichloroacetic acid or phenol have 
also been advised. Involvement of the larynx may necessitate tracheotomy. In my 
cases local treatment of the nasal lesions is omitted as much as possible in order to 
facilitate a therapeutic test. 


PROPHYLAXIS 


Prophylaxis consists in protection and measures against the vector: the use of 
chlorophenothane (DDT) and other insecticides, screening of houses, and the use of 
mosquito nets. Under primitive conditions it is often difficult to apply these meas- 
ures, Pessda ® reported on success with preventive vaccination, 


PROGNOSIS 


The prognosis depends upon timely and proper chemotherapy. Advanced 
mucosal lesions sometimes respond poorly to treatment, and death may occur as a 
consequence of respiratory complications and cachexia. 


PERSONAL OBSERVATIONS 


All cases reported here were observed from 1944 to the time of writing in the 
hospital of the Chiriqui Land Company, Bocas Division, a subsidiary of the United 
Fruit Company, in Almirante, Panama. The Almirante area is almost entirely a 
settlement of company employees and their families and is situated on the Atlantic 
coast of Panama, near the border of Costa Rica. A part of the company’s farms is 
located on Costa Rican territory. The company is growing bananas, abaca (Manila 
hemp), and cocoa. Employees and their dependents number about 12,000. However, 
the approximately 2,000 inhabitants of the provincial capital, Bocas del Toro, and 
the people from private farms, as well as the Indian tribes of the province, all depend 
a great deal upon the hospital. Ethnically, the patients are mostly mestizos and 
Negroes, with Indians and Caucasians in the minority. The climate is that of a 
tropical lowland—hot and damp. Antimalaria measures have reduced the malaria 
morbidity among company employees and their families to less than 1%. Other 
hygienic measures conform also to the standards of American industrial medicine in 
the tropics. It is important to note that 35 species of Phlebotomus sandflies were 
identified in the Almirante area by the Gorgas Memorial Laboratory."* 

Cutaneous leishmaniasis is frequently seen in people who live or have lived in 
the bush. The lesions correspond to those which have been described under pathol- 
ogy. In most cases they consist in ulcers of the skin of the exposed parts, nearly 
always old, neglected, and contaminated. Thus, the parasites are rarely found. In 
former years confirmation of the diagnosis of leishmaniasis depended mostly on the 
therapeutic test; the lesions were covered with an indifferent Cressing, and, after 
exclusion of yaws and syphilis by the Kahn or V. D. R. L. test, antimony treatment 
was instituted. The prompt healing under only this form of therapy clinched the 
diagnosis. One of the cutaneous cases was that of a young man who had a large 
ulcer, with raised edges on one foot. Almost the whole dorsal aspect of the foot was 
covered with large discolored granulations. A biopsy specimen was taken and sent 
to a laboratory in Panama City. The histological diagnosis was “tuberculosis.” 
General examination, including a roentgenogram of the chest and serological tests, 
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gave normal findings. No antituberculosis treatment was given, but antimony 
therapy was instituted. The lesions healed rapidly, with the exception of a small 
area, which later on was treated by plastic repair. This case is imentioned only 
because the error in the histological diagnosis has some bearing on two of the nasal 
cases to be reported below. The biopsy specimens taken in these cases were exam- 
ined in the same laboratory. The differentiation from tuberculosis in the histological 
picture has been discussed fully in Rudolf Jaffé’s article.'° 

Through Prof. Olimpio da Fonseca Filho, Director of the Instituto Oswaldo 
Cruz, Rio de Janeiro, Byazil, and Dr. Julio Muniz, Chief of the institute’s Depart- 
ment of Protozoology, the hospital procured in 1951 an antigen for the intradermal 
Montenegro test. Since then the test has proved to be as valuable here as elsewhere. 


REPORT OF CASES 


Case 1.—An elderly West Indian Negro complained of a sore on the upper lip. On exami- 
nation, the interior of the nose was found to be filled with discolored granulations. The whole 
cartilaginous and cutaneous septum was destroyed. The tip of the nose was sagging downward. 
The lesions were spreading continuously to the upper lip. There was also an ulcer upon the 
uvula. 

The interior of the nose was swabbed, and the smear gave a negative result. Material obtained 
by biopsy from the intranasal granulations was sent in formalin to the above-mentioned labora- 
tory in Panama City. The histological diagnosis was tuberculosis. A roentgenogram of the 
chest was normal. The Kahn test was negative. All lesions disappeared promptly after 12 
injections of stibophen (Fuadin), all together 58.5 cc. Rhinoscopy after two years revealed a 
smooth mucosa with only a few crusts. 


Comment.—This patient was seen when I was less acquainted with leishmaniasis. 


Instead of swabbing the granulations, I should have done a tissue smear. Fixing 
the material in formalin has to be done, for external reasons. The error in diagnosing 
the histological findings as tuberculosis has already been discussed. The clinical 
findings, the mistaken diagnosis of tuberculosis, and the prompt and permanent heal- 
ing under antimony treatment leave no doubt about the diagnosis mucocutaneous 
leishmaniasis. The antigen for the Montenegro test was not available at that time. 

2.—Mestizo boy. 

Family History—Father operated on by me for chronic pansinusitis. 

Personal History.—Seen first by another doctor in 1944, when the patient was 9 years old 
An ulcer in the nose was encountered. Kahn test was negative. Smear for Leishmania negative. 

Examined first by me in February, 1945, when rhinitis sicca was diagnosed. A smear for 
Leishmania was negative. The sinuses were normal. Kahn test again negative. Antimony treat 
ment (stibophen [Repodral]) and application of an indifferent nose ointment resulted in improve- 
ment. In January and February, 1946, the patient was seen again for mild rhinitis sicca. In 
October, 1946, rhinitis anterior with formation of some granulation tissue was encountered 

Histological Examination.—A biopsy specimen examined in the laboratory mentioned above 
showed tuberculosis but was negative for acid-fast bacilli. Roentgenogram of the chest normal 
Kahn test negative. In April, 1947, the findings were noted as chronic rhinitis, with small 
granulations on the anterior part of the septum and the lateral wall of the nose. Smears for 
Mycobacterium leprae and Leishmania were negative. In May a right-sided dacryocystitis was 
found and improved after stibophen treatment. In November, 1947, the nose was entirely normal. 
In February, 1953, the patient complained about a catarrh of two weeks’ duration. Granulations 
were again encountered in the right vestibulum. The Montenegro test resulted strongly 
positive. V. D. R. L. test negative. Again, stibophen treatment was started, but had to be inter- 
rupted because of general malaise and pains in the limbs. It was resumed with a smaller dosage. 


In March of the same year the nose appeared normal. 
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Comment.—-The case shows the tendency to recurrence in mucosal lesions and 


a certain resistance to treatment, which has been reported also by Pessda.® Never- 


theless, there was always # response to antimony treatment. “he diagnosis of tuber- 


culosis, always by the same laboratory, and the strongly positive reaction of the 


Montenegro test are to be noted. Of interest also is the affection of the lacrimal sac. 


Case 3.—A 14-year-old mestizo girl. 


History.—Had a skin lesion on the right cheek in early childhood. Complained of obstruction 


and bleeding from the nose for an undetermined period of time. 


General Examination.—Large old scar over the right eye (Fig. 2), like a sequela of leish- 


maniasis. Otherwise, no findings of significance. Roentgenogram of the chest normal. V. D. R. L. 


test negative. 


Otolaryngological Examination.—Pus and many crusts in both nostrils. Granulations upon 


the anterior part of the septum, the lateral wall, and the floor of the right nasal cavity. These 


granulations had partly grown into small tumors. There were also very fine granulations on 
the anterior part of the septum in the left nasal cavity. Otherwise, upper respiratory passages 


normal, Roentgenogram of the sinuses normal. Smears from excised tissue negative for leish- 


mania. Montenegro test strongly positive. 


Biopsy.—Histological examination cf formalin-fixed material by Prof. Rudolf Jaffé, M.D., 
Director of the Pathological-Anatomical Institute of the University of Caracas, Venezuela, was 


reported as follows: “Pieces of mucosa. The pavement epithelium is much broadened and forms 


large and small papillae toward the deeper layers, with epithelial pearls in some places. The 


subepithelial tissue consists of granulations with numerous capillary vessels and dense infiltration 


by all kinds of round cells. Among the latter there are in some places also numerous poly- 


morphonuclear leucocytes and plasma cells. Irregularly distributed giant cells similar to those 


of the Langhans type are also pre «nt. There is no formation of nodules. In some of the capil- 


laries and about them many polymorphonuclear leucocytes are encountered. This morphological 


picture is frequently found in leishmaniasis, and this diagnosis is the most probable one. Parasites 


were not found in the sections, but this happens very often.” 


Treatment.—Antimony therapy (stibophen) resulted in prompt healing of the lesions. Only 


some crusting remained, which was treated with an indifferent nose ointment. 


The patient was seen again six months after her discharge. Some crusting of the anterior part 


of the septum was encountered but no granulations or ulcerations. Eight months after her first 


admission, the results of examination were not remarkable. 


Comment.—In this case the biopsy specimen was examined by another pathol- 


ogist and the structures were found suspicious for leishmaniasis. The strongly posi- 
tive Montenegro test and the prompt healing under antimony therapy tally with the 


histological findings. As has been stated before, parasites are seldom found in sec- 


tions of old lesions. Also, the material had been fixed in formalin. 


Case 4.—A Talamanca Indian woman about 50 years old. 


History.—Nasal obstruction for five months. Pain and deafness in the left ear for one month. 


General Examination.—-General examination, including roentgenogram of the chest, normal. 
No sears on the skin. V. D. R. L. test negative. Thick smear for malaria negative. Hypo- 


chromic anemia. Urine normal. 


Otolaryngological Examination.—Right nostril narrowed by scarring and some crusting; 
endoscopic examination impossible. Left nasal cavity contained hemorrhagic crusts. An ulcer- 


ation extended from the vestibulum backward on the lateral wall. This lesion made a full inspec- 


tion of the cavity impossible during the early period of observaticn, because of considerable pain. 


Only later on a moderately large perforation of the anterior part of the septum could be seen 


There was slight reddening and possible thickening of the soft palate. The left drum membrane 


was moderately retracted. Roentgenogram of the sinuses was normal. Smears from excised 


tissue and from swabbing the nose showed Staphylococcus albus and were negative for Leish- 


mania and Klebsiella rhinoscleromatis. 
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Histological Examination.—Histological examination of a specimen fixed in formalin by Prof. 
Rudolf Jaffé, of Caracas, Venezuela, was reported as follows: “Granulation tissue infiltrated by 
leucocytes, round cells, and plasma cells. Many translucent cells which look like Mikulicz’ cells 


but are noc quite typical. Scleroma? Malignancy can be ruled out” 

Penicillin and, afterward, streptomycin treatment was without effect on the nasal lesions. 
Probably both drugs were dissolved in pyrogenic water, because fever was present during the 
first week, and the patient’s temperature dropped to normal after the discontinuation of this 
kind of therapy. The Montenegro test was strongly positive, with a pronounced inflammatory 
reaction. A full course of stibophen was now given, and prompt healing of all nasal ulceration 
resulted. Only slight crusting remained. The palate became normal, and the patient was dis- 


charged, free from all complaints. 


Comment.—The histological findings were not conclusive. Extensive ulceration 
speaks against scleroma. The strongly positive Montenegro test and the prompt 
healing under antimony therapy established the diagnosis of leishmaniasis. 


Case 5.—A 84-year-old West Indian Negro. Old large perforation in the cartilaginous and 
cutaneous nasal septum. Ozena of long duration, possibly secondary and due to the perforation. 
Two whitish scars on the left forearm and wrist. Kahn test negative in 1945 and 1949, 


The patient had been kept for several years in the “chronic ward” of the hospital because 
of old age, when a crusting lesion appeared in a reddened area near the tip of the nose. The 
Montenegro test was strongly positive, with formation of a blister. Under stilbophen treatment 
(37 cc. in 18 days) the skin lesion healed promptly. The ozena remained unchanged. 


Comment.—The strongly positive Montenegro test and the prompt healing of 
the skin under antimony therapy leave no doubt that the patient suffered from leish- 
maniasis. The large perforation in the cartilaginous and cutaneous septum was in 
all probability also due to the same condition. The dermatosis was a relapse of an 
old infection. A fresh infection in the screened hospital ward, which is treated with 
DDT at regular intervals, appears to be out of the question. 


Case 6.—A 65-year-old Negro woman from Jamaica, B. W. I. Admitted for influenza. The 
patient was not able to give a concise history. In former years, possibly in childhood, she suffered 


from a mutilating nose disease. 


E-xamination.—The anterior part of the external nose was partly destroyed and scarred. The 


scarring made inspection through the left nostril impossible; only a thin probe could be intro- 
duced. The anterior part of the septum was destroyed. There were no signs of an active patho 


logical process in the nose. Montenegro test moderately positive. V. D. R. L. test negative 


Roentgenogram of the chest normal. Leucoma of both eyes. Skin not remarkable. 


Comment.—The nasal lesions, together with the positive Montenegro test, speak 


for leishmaniasis. Yaws in which the serological reaction had become negative is a 


more remote possibility. 


Case 7.—A 20-year-old white Panamanian youth. Crusting in the anterior part of both nasal 


cavities, resistant to treatment with indifferent nose ointment. Slight swelling of the mucosa of 


the anterior part of the septum. Roentgenogram of the sinuses normal. V. D. R. L. test negative. 


Large old scar on the right leg. Montenegro test strongly positive. 


One series of stibophen injections was given. The dose had to be reduced partly to 4 ce. 
per injection because of untoward effects. One month after termination of the antimony therapy, 


to which, later on, application of the former nose ointment had been added, the nose appeared 


normal. 


Comment.—The scar on the leg together with the strongly positive Montenegro 
test do not leave any doubt that the patient had been infected by Leishmania. The 


only slight intranasal lesion was in all probability also due to leishmaniasis. 
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Case 8.—A 64-year-old Negro woman from Jamaica, B. W. I. This case has been published 


previously,’® when the antigen for the Montenegro test was not yet available. Since the observa- 


tion of the patient was resumed later, when the test could be carried out, further description 


appears to be warranted. 


History.—Obstruction of the right nostril for two years. Protruding growth which bleed on 


touch present for one month. 


General Physical Examination—A few spot-like depigmented areas noted on the anterior 


aspect of both legs. A white scar on the anterior aspect of the left leg. Kahn test doubtful. Other- 


wise general examination, including roentgenogram of the chest, entirely normal. Thick smear for 


malaria negative. Urine normal 


Otolaryngological Examination.—The skin of the tip and the anterior third of the external 


nose was reddened, thickened, and slightly wrinkled. The skin of the inner aspects of the alae 


showed a similar appearance. From the right nostril a tumor of about walnut size, with a 


reddish, slightly irregular surface, was protruding (Fig. 3). On touch the growth bled slightly. 


Anterior rhinoscopy of the right nasal cavity was impossible. Anterior rhinoscopy of the left 


nasal cavity showed a bleeding ulcer of the anterior part of the septum. Posterior rhinoscopy 


and laryngoscopy not remarkable. Roentgenograms of the sinuses normal. Examination of the ears 


revealed an extensive defect in the helix of the left auricle, without any fresh lesion (Fig. 1) 


Otherwise no abnormal findings. 


Operation.—The tumor was easily removed with a cold snare. There was not much bleeding 


The insertion of the pedunculated growth was found to be on the upper anterior part of the 


cartilaginous septum, near the vestibulum. No other lesions were seen in the right nasal cavity. 


Smears from fresh tumor tissue for Leishmania and Mycobacterium leprae were negative. 
Histological Examination.—Histological examination of tumor material fixed in formalin 

(Prof. Rudolf Jaffé, Caracas) revealed the following: Granulation tissue with many dilated 

vessels, partly infiltrated by large numbers of plasma cells, partly by many polymorphonuclear 


leucocytes, so that microscopic abscesses were formed. There was a moderately large number 


of giant cells, mostly like foreign-body cells, and a foreign body, the nature of which could not 


be determined. In other parts there were noduli with giant cells, as in tuberculosis. The histo 


logical findings did not allow a definite diagnosis 

During the following six months 72 cc. of stibophen was given, as well as 21 tablets (0.1 gm.) 
of quinacrine (Mepacrine; Atabrine hydrochloride). After two months the ulceration in the left 
nasal cavity healed completely, without any local procedure, and the skin of the external nose 


and the vestibulum had improved very much. After six months the nose was entirely normal 
Since the Kahn test had been “doubtful” at the beginning of the observation, the V.D.R.L. 
test was done toward the end of the treatment period and results were negative. No antisyphilitic 


treatment had been administered 
About one year after the discharge of the patient, and after publication of the first report, she 


returned with a recurrence of the dermatosis in the tip of the nose. Rhinoscopical examination 


was normal. Montenegro test was strongly positive, with a large inflammatory zone aad forma 


tion of blisters. The skin lesion of the nose healed under stibophen therapy only. 


Comment.— Antigen for the Montenegro test became available only after the 


patient had been discharged and the case had been published as a “probalie polypous 


form of leishmaniasis of the nose.” The strongly positive reaction of the intrader::al 


test during the second observation and the healing once more of the cutaneous les on 


after antimony treatment clinch the diagnosis. ° 
Mangabeira-Albernaz '® was the first to publish, in 1925, observations on the 
polypous form of leishmaniasis. Reading his reports in the original, one encounters 


a striking similarity between some of his cases and the one reported above. 

The dermatosis of the tip and the anterior part of the nose looked like beginning 
rhinophyma. Rhinophyma in American leishmaniasis had been observed by Vein- 
temillas and Castillo,’7 and rhinophyma-like lesions in Oriental sore, by Quiruga, 


Curia, and Ursi.'® 
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NASAL LEISHMANIASIS IN PANAMA 


SUMMARY 


mucosa, especially of the nose, are more frequent in the southern countries of the 
New World than further north. They may tead to extensive destruction of the upper 
respiratory tract, and even endanger life. Occasionally the condition has been found 
also in the temperate zone in persons who have resided in endemic regions. Only 
one case of affection ci the nasal mucosa has been reported in the past from Panama. 
To this the present communication adds eight further observations, one of which had 
been previously reported in part. The intradermal reaction of Montenegro has been 
found very helpful in making the diagnosis. 


Dr. G. A. Engler supplied the photographs for Figures 3 and 4; Dr. B. M. Cino supplied 
the photograph for Figure 2. 
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American leishmaniasis occurs from Mexico to the Argentine. Lesions of the 
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Case Reports 


RETICULUM CELL LYMPHOSARCOMA OF THE NASOPHARYNX 


CHARLES E. TOWSON, M.D. 
PHILADELPHIA 


. TUMOR mass found in the nasopharynx should be suspected of malig- 
nancy until proved otherwise. Benign tumors, such as polypi and fibroma, 
are rather rare. Teratoma and chordoma are also rare tumors. 


MALIGNANT TUMORS 


Sarcoma and lymphosarcoma cause rapidly developing nasal obstruction, hemor- 


rhage through the mouth or nose frequently, fever not uncommonly, and cervical 


node enlargement (late in the lymphosarcoma). Pallor and weakness set in later, 
followed by emaciation. Anorexia, indigestion, and constipation are features of 


the disease. 
The tumor is soft, elastic, gray or pinkish-gray, and usually situated on the 


posterior-superior wall. 
Superficial ulceration is sometimes seen, and occasionally necrosis. These 


tumors have been mistaken for adenoids. 


CARCINOMA OF THE NASOPHARYNX 


In carcinoma of the nasopharynx, disturbance of hearing is usually the first 
symptom noted by the patient. Pain in the ear and mastoid is also a fairly con- 


stant early complaint. Hemorrhage into the pharynx is noted when ulceration 


occurs. Anorexia, constipation, and indigestion are late symptoms, as are loss of 


weight, pallor, and extreme debility. The cervical nodes are usually enlarged on 


hoth sides. 

As New and Stevenson 
malignant tumors of the nasopharynx it is stated that the results are poor, and 
from some it would seem that little benefit is obtained from any form of treatment.” 
In their series of 271 cases originating in the nasopharynx, however, results were 


pointed out, “In most reports on the treatment of 


more optimistic. They felt that diathermy and cautery were not indicated, but treated 


all cases with radium locally over the tumor and external irradiation with radium or 


roentgen rays. Of their cases, 67.8% were squamous cell carcinoma and 15.9% were 


sarcoma, 86.1% of the latter being lymphosarcoma. Of the sarcoma patients, 


26.8% survived 5 years and 16.7% survived 10 years. Of the carcinoma patients, 


8.9% survived 5 years and 3.7% survived 10 years. The authors pointed out the é' 


very important fact that in both sarcoma and carcinoma twice as many patients 


survived both the 5-year and the 10-year periods when there were no palpable lymph 


nodes at the time treatment was begun. 


Read before the College of Physicians of Philadelphia, Section on Otolaryngology, Oct. 20, 
1943. 

Assistant Professor of Otology, Jefferson Medical College; Assistant Otologist, Jefferson 
Medical College Hospital. 
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RETICULUM CELL LYMPHOSARCOMA 


REPORT OF CASE 


E. A., a 73-year-old woman of very slender stature, came to my office on Feb. 17, 1943, com- 
plaining of complete nasal obstruction. She had first noticed this five weeks previously, and a 
physician had given locai treatments for a cold, using phenylephrine (Neo-Synephrine) hydro 
chloride. She had no other signs or symptoms of a cold and felt perfectly well. There had been no 
fever, no sore throat, no headache, no discharge or bleeding from the nose or mouth, or any 
blockage or pain in the ears. Her voice was the type found in complete nasal blockage. There 
was no evidence of sinusitis. The past history was irrelevant 

Examination of the mouth showed a partial upper plate and several lower teeth missing. The 
neck was thin and the thyroid palpable and nodular, but there were no palpable lymph nodes 
The lungs were clear. B. P. was 220/120. Pulse rate was 90, rhythm regular, and examination 


of the heart disclosed a soft blurring mitral systolic murmur. Nothing relevant was found in 


Low-power view (left) and high-power view (right) of reticulum cell lymphosarcoma. 


the abdomen. The urine was more or less normal. The red blood cells numbered 4,240,000 and 
the white blood cells 5,800. The hemoglobin content was 83%, with 79% polymorphonuclear 
leucocytes, 18% lymphocytes, and 3% monocytes. The coagulation time was three and one-halt 
minutes, and the bleeding time was none except under pressure. Examination of the nose showed 
good breathing spaces and no discharge. After shrinkage of the membrane, there could be seen 


through the nose in the nasopharynx glistening masses of tissue. Examination with the naso 


pharyngoscope was unsatisfactory because the tissue blocked the posterior nares, or choanae 


With the laryngeal mirror a tumor mass could be seen in the nasopharynx. With the use of a 
palate retractor and the Yankauer pharyngoscope more detail was observed. The whole posterior 
nasopharyngeal wall was covered with a mass of tissue, very slightly pinkish in color, showing a 
rounded smooth glistening mass on the right side, about the size of a hazelnut. To the left of this, 
and continuous with it, was a larger mass, spreading over the remaining pharyngeal wall. Thus 
it seemed somewhat lobulated. It was medium soft but fairly firm without being hard. There were 
no rough surfaces, nor was there any ulceration, but it bled easily on probing. 
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The patient was admitted to the Germantown Dispensary and Hospital; and with the use of 
topical anesthesia, with previous sedation by means of 3 grains (0.2 gm.) of amobarbital 
(Amytal) sodium and morvhine and atropine, a biopsy specimen was taken on Feb. 23. In an 
attempt to cut away a portion of the rounded mass on the right, the mass collapsed, because it 
was evidently a cyst formed by necrosis and softening, and fluid and blood were released. This 
necessitated removing some pieces from the firmer mass to the left. While we were prepared to 
cauterize for any excessive bleeding, there was so little that no unusual measure had to be taken 
to stop it. 

A frozen section showed the tumor to be malignant; treatment by roentgen ray therefore 
was started on Feb. 25. She was given a series of seven fractional doses from Feb. 25 to March 
13, inclusive, totaling skin doses of 1,410 r. 

In May another series of skin doses was given, from May 4 to May 22, inclusive, totaling 
1,242 r. 

With the x-ray treatment, she had at first a feeling of blockage and a little pain in the ears. 
This lasted only a short time. Also, there was some dryness of the mouth. 

I saw her on March 5, the same day she had had her fifth treatment. The nasal obstruction 
had entirely cleared up, and the mass was almost gone, with no blockage of the posterior nares 
at all. In fact, she said that she breathed clearly through the nose after the second treatment. 
On March 13, examination showed no evidence of the growth. With the use of the laryngeal 
mirror, palate retractor, Yankauer pharyngoscope, and the nasopharyngoscope, the nasopharynx 
was found to be perfectly clean, and the Eustachian orifices were entirely normal. Likewise, no 
cervical glands had become involved. 

Examinations every two weeks until July, and then every month, revealed no further recur 
rence or any evidence of metastasis. 

The final laboratory report, by Dr. Frank Lynch, was reticulum cell lymphosarcoma. 

Dr. C. J. Bucher, of Jefferson Hospital, examined the pathological slides and submitted his 
diagnosis of reticulum cell sarcoma. 

Lantern slides of sections of the tissue were shown and discussed by Dr. Frank Lynch. 

After the presentation of this paper the patient was examined every two months the first year, 
every three months the second and third years, and every six months the fourth and fifth years 
There was no recurrence or metastasis up until the time that she died, suddenly, of coronary 


thrombosis, while riding on a bus Dee. 21, 1948. 


SUMMARY 


A case of reticulum cell lymphosarcoma of the nasopharynx is presented. 


A five-year (plus) cure was obtained. 


REFERENCE 
1. New, G. B., and Stevenson, W.: End Results of Treatment of Malignant Lesions of the 
Nasopharynx, Arch. Otolaryng. 38:205-209 (Sept.) 1943. 
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CONGENITAL CAPILLARY HEMANGIOMA OF THE PAROTID 
SALIVARY GLAND 


CAPTAIN ALFRED EDWARDS 
CAPTAIN MARTIN SWERDLOW 
AND 


MAJOR LORENZO BERRY 
MEDICAL CORPS, UNITED STATES ARMY 


HIS IS a report of a case of a congenital hemangioma of the right parotid 


salivary gland. A recent extensive review of the tumors of the major salivary 


glands ( Foote and Frazell) briefly mentioned this rare but significant tumor. Foote 


and Frazell found no instances in 877 cases of salivary gland tumors collected over 


a period of 20 years. McFarland reviewed 33 cases and added one new case of 


this tumor in 1930. In more recent years, a few case reports have been presented, 


among others, by Fein, Glaser and co-workers, and Caldwell. It is the purpose of 


this case report to emphasize the clinical, anatomic, and biologic features of this 


tumor. 


REPORT OF CASE 


A 16-month-old white girl had a soft, compressible, nontender, warm swelling in 


History. 
the right preauricular region for 10 months. The mass measured 2 by 2 cm. and was not asso 


ciated with cervical lymph node enlargement or bruit. She had no congenital defects. 


At surgery a vascular compressible growth was present in the superficial portion of the right 


parotid salivary gland. The lesion was dissected free of the mandibular branch of the facial nerve 


and was removed down to the midportion of the gland, where it seemed to be attached to a vein 


The tumor was resected at that point. 


A clinical follow-up of the patient was not available. 


Gross Examination.—The formalin-fixed specimen consisted of an irregular ragged piece of 


gray-brown tissue measuring 3 by 2 by 3.5 cm. The cut surface was flat and marked by pale gray, 


finely granular lobules of irregular rounded contour which measured up to 10 mm. in greatest 


diameter. These lobules were separated by thin strands of dark gray or brown tissue. 


Vicroscoptc :x«amination.—The tumor consisted of large irregular lobules of tissue composed 


of closely approximated capillary blood vessels lined by single layers of prominent uniform endo 


thelial cells and separated by delicate, locally edematous, focally hemorrhagic fibrous connective 


tissue. The capillaries at the periphery of the lobules were slightly larger than at the center 


Isolated within the tumor were widely separated clusters of well-preserved salivary gland acini 


and ducts. Some ducts were not accompanied by acini and others contained pink homogeneous 


material. Occasional nerve fibers were closely invested by tumor. The lobules of angiomatous 


tissue were bounded by thin trabeculae of dense collagenous fibrous connective tissue, which con 


tained a few lymphocytes and occasional capillaries and nerve fibers. At some points these 


trabeculae were penetrated by angiomatous tissue and arteries. The tumor was partially sur 


rounded by loose fibrous connective tissue infiltrated by occasional poorly circumscribed nests 


of tumor tissue. Adjacent to the tumor was normal-appearing salivary gland tissue containing 


frequent clusters of mature fat cells. 


Diagnosis —The diagnosis was congenital capillary hemangioma of the parotid gland 
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COMMENT 


As noted by MeFarland, among others, these tumors are usually discovered 
shortly after birth, and are seen more frequently in girls. Glaser and co-workers 
point out that the tumor is seen most frequently in the right parotid gland. The 
lesion usually presents as a compressible, soft, nontender swelling in the parotid 
region, which frequently is overlaid by skin showing blue discoloration or telangiec- 


tasis and often enlarges with increased venous pressure, as with crying, a dependent 
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Parotid gland acini and ducts separated by tumor. 


position, or compression of the external jugular vein on the affected side. Some 
observers have heard a faint bruit over the tumor. The lesion is usually 2 to 8 cm. 
in diameter. The surgical picture is that of a very vascular compressible growth 
in the parotid gland. 

The usual gross appearance is as seen in our case. McFarland noted that the 
tumor resembles a hypertrophic salivary gland. 

Several significant histologic features deserve mention. The angiomatous tissue 
closely surrounds nerve fibers, indicating that surgical separation probably would 
he difficult, if not impossible. Infiltration of fibrous trabeculae separating lobules 
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HEMANGIOMA OF PAROTID SALIVARY GLAND 


of angiomatous tissue «ic the tissue at the periphery of the main tumor mass was 
detected. Some workers have detected no acinar tissue associated with the tumor 
( McFarland), while others have seen well-developed acinar tissue ( Caldwell), as 


exhibited by our case. 

The biologic behavior is similar to that of benign mixed tumors of the parotid 
gland. Among others, McFarland and Glaser noted that the growth may at first 
he slow and then accelerated. Mixed tumors, as pointed out by Foote and Frazell, 
may also show intermittent growth; however, they usually grow rapidly in the 


early stages and then remain unchanged, sometimes for many years. No record of 
metastatic dissemination was encountered in the literature. Recurrence after incom 
plete excision was described by Glaser and co-workers. It is interesting that these 
two tumors of different histogenesis should act similarly. 

This lesion is usually treated surgically. McFarland and others believe that 
the entire gland should be removed, with preservation of the facial nerve. Glaser 
advocates complete removal of the gland, with removal of the facial nerve. The 
tumor in our case was incompletely excised, and it is too early to determine whether 
or not it will recur clinically. 

SUMMARY 

A case of a congenital capillary hemangioma of the right parotid salivary gland 
ina 16-month-old white girl infant has been presented. The clinical and pathologic 
characteristics have been pointed out. The biologic similarities to benign mixed 
tumors of the parotid gland have been emphasized. Methods of treatment have been 
mentioned, 
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Clinical Notes, New Instruments and Techniques 


LARYNGEAL PARALYSIS ASSOCIATED WITH MENARCHE 


Report of a Case 


JAMES T. KING, M.D. 
ATLANTA 


A white girl, aged 13, was seen by me on May 18, 1953, with the complaint of hoarseness and 
voice weakness of two months’ duration. Because she was a member of her church choir, her 
symptoms were particu'arly bothersome and prevented her from doing choral work. The onset 
of symptoms occurred on the third day of her first menstrual period, which had begun on March 
15, 1953; the first three days of menstruation had been accompanied by swelling over her body, 
especially in the neck, left arm, and shoulder. This menstrual period lasted seven days and was 
otherwise normal 

Mirror examination of the larynx revealed the intrinsic muscles of the left side of the larynx 
to be immobile and the left true vocal cord in the position of adduction. Other findings on com- 
plete physical examination, roentgenograms of the chest, and routine laboratory procedures were 
all normal. No treatment was given, and she was instructed to return for reexamination, 

On May 20, the left cord was in the cadaveric position, and her symptoms were noticeably 
worse. However, by June 29, the left cord had returned to the position of adduction, and slight 
but definite movement was detected on the affected side. When she was last scen on Dec. 23, 1953, 
laryngeal movements were entirely normal, and her singing voice was as strong and clear as 


before her illness. 


384 Peachtree St., N. FE. 
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POLYP EVERTORS 


New Instruments for Examining the Subglottic Area of the Larynx and the 
Lower Surface of the Vocal Cords 


ROBERT B. LEWY, M.D. 
CHICAGO 


The techniques of examining the larynx from the glottis upward have been long established 
and are reasonably adequate. One can see the pyriform sinus, true and false cords, the laryngeal! 
ventricle, the superior surface of the vocal cords and their medial edges, as well as the anterior 


Polyp evertors 


commissure by various instraments now in common use. However, despite the fact that pathology 
occurs on the lower surface of the vocal cords and the subglottic area, there has been, to date, 
no adequate technique or instrumentarium to examine these areas with the same degree ot 


visibility and confidence that characterizes examination of the regions of the superior reaches 
of the larynx. Some degree of accessibility to view has been accomplished by manipulating 


the various types of anterior commissure laryngoscopes through the cords, but the degree ot 
accuracy with this has been such that it has been sometimes with luck that infracordal o1 
subglottic lesions were discovered. 

Two instruments to help obviate these difficulties are presented here. The first of these is a 
two-prong instrument which may be affixed to the lower surface of the vocal cord and evert 
the cord to some degree, thereby making this surface visible. The second of these has a projec 
tion, and can be slid along the undersurface of the vocal cord and turned to turn up any polyp 
which may be hanging from that surface and not presenting itself to view. In may also be used 
as a probe to push the cord to one side and thereby make a better view below, and to investigats 
the laryngeal ventricle and the subglottic region by palpation. 

25 E. Washington St. 

Instruments are manufactured by V. Mueller & Co., Chicago. 
From the Department of Otolaryngology, University of Illinois. 
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Progress in Otolaryngology 


Summaries of the Bibliographic Materia! Available in the Field of Otolaryngology 


THE PARANASAL SINUSES 


SAMUEL SALINGER, M.D. 
CHICAGO 


Hi MATERIAL abstracted below represents the articles listed in’ the 

“Quarterly Cumulative Index Medicus” for the first half of 1949, which at the 
time was held up because of publication difficulties, and has just recently been issued. 
The material available in the “Index” for the second half of 1919 was abstracted and 
published in the A. M.A. Arcuives or OTOLARYNGOLOGY 53:200-231 (Feb.) 1951. 
The latter also included all of the articles published in the Annals of Otology, 
Rhinology and Laryngology, the A. A. Arciives or NGOLoGy, and the 


Laryngoscope for the entire year. 


ANATOMY—DIAGNOSIS 

The size and shape of the skull are determined in large measure by the develop- 
ment of the brain, Irregularities and asymmetry may be traced to atrophy of a 
portion of the brain, on the one hand, or to expansion due to tumor, on the other. 
The sinuses may thus be affected, as shown by Noetzel,' who presents five cases 
illustrated by x-ray pictures and autopsy specimens. Unusual expansion of the 
frontal and sphenoid sinuses on one side was due to hemiatrophy of the frontal 
lobe in four of the cases. In another case an arachnoid cyst of the Sylvian fossa 
caused a pneumatization of the petrous bone, which is shown on a higher level than 
the opposite bone. It also shows an expansion of the frontal sinus and displacement 
of the Sylvian vessels, the anterior cerebral artery, and the lateral ventricles. This 
is beautifully illustrated in the arteriogram. 

Grat * finds the use of contrast media in the sinuses for delineation of the cavity 
particularly of value in cases in which the conventional x-rays show a cloudy 
antrum and the irrigation fluid returns clear. This may be the case if the shadow 
is due to allergy or a new growth. However, he has found that iodized oil ( Lipio- 
dol) has certain disadvantages ; namely, it often fails to fill the cavity completely, 
especially in the upper portion. Also, because of its density, it may fail to show 
clearly the finer details. For this reason he advocates using barium sulfate, chem- 
ically pure and insoluble, making its use perfectly safe. It is instilled after irriga- 
tion, using up to 20 cc. of the mixture or until it spills over. The head is directed 
forward and to the affected side during the process, thus insuring a complete 
filling. Another advantage of barium sulfate over iodized oil is its cheapness. 


COMPLICATIONS 

Two cases of ophthalmoplegia reported by Rumpf and Taillens * were cured 
alter diagnosis and radical surgery on infected ethmoid and maxillary sinuses. 
In the first case pus was found in the antrum on several irrigations, and the x-ray 


pictures showed definite involvement of the ethmoids as well. In the second case 
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there were several attacks of herpes affecting the temporal area and the cheek, 
as well as the cornea, before the ophthalmoplegia appeared. Irrigation of the 
antrum was negative. Yet, on the basis of the x-ray findings, the antrum was 
opened and found to be normal. However, the ethmoids were filled with poly 
poid masses, which were cleaned out. The ocular symptoms cleared up but reap 
peared a month or so later, after a cold. /-xamination revealed involvement of 
some posterior ethmoid cells, which were opened and cleaned out. Under antibiotic 
therapy and aerosol the symptoms again disappeared. 

The x-ray pictures in this article are remarkably clear and sharply defined. 

A case of cavernous sinus thrombosis in a woman of 19 is presented,* which, 
after a stormy course with complications, ended fatally after 16 days. The history 
was of an acute onset, with typical ocular signs in a period of five days. Despite 
active antibiotic therapy, the process seemed to extend backward along the tributary 
veins, with eventual emboli in the lungs. The infective agent was Staphylococcus 
aureus. Autopsy revealed an infection in the ethmoids and sphenoid and showed 
the involvement of numerous cerebral venous channels, with meningitis and hemor- 
rhages. The discussion seemed to center on the inetfectiveness of the antibiotics. 
The only factors missing in the work-up were sensitivity tests. 

Luzzatto and Livan ® report a case of temporal lobe abscess complicating acute 
frontal sinusitis in a 19-year-old youth. Severe headache and meningeal symptoms 
appeared early, fluctuating in severity from time to time, despite surgery on the 
sinus and antibiotic therapy. It was only after a lapse of more than a month that 
focal symptoms and positive findings through ventriculography led to a diagnosis 
of a temporal lobe abscess. The abscess was encountered at a depth of 4 em. via 
a temporal craniotomy, and 25 ce. of thick pus was evacuated. The authors attrib 
ute the development of the abscess at a distance from the original focus to a retro 
grade transmission of the infection via vascular pathways. 

Lesions about the sphenoid fissure, such as meningioma, arachnoiditis, and 
aneurysm of the carotid, may give rise to a syndrome recognized as sphenocaver- 
nous. Two cases of this type are discussed by Lereboullet and Pluvinage.* The 
first was that of a woman of 19, whose symptoms were ptosis, headache, and a 
sense of pressure around the orbit. Subsequently, exophthalmos developed, the 
pupil became fixed, vision was markedly reduced, and anesthesia of the cornea 
and the entire orbital and maxillary area occurred. Despite x-ray pictures, lumbar 
puncture, and other diagnostic measures, the etiology was not disclosed. Because 
of a rise in temperature, antibiotics were administered, and, after a long period of 
remissions and exacerbations, the symptoms abated to a large degree. Finally, 
x-rays showed erosion of the margin of the fissure, and arteriography demon 
strated an aneurysm of the internal carotid. 

The second case was that of a woman aged 39, who suffered a series of attacks 
of severe neuralgic pains in the orbit and surrounding area. This was followed 
by ptosis, paresis of the third nerve, hypesthesia, slight exophthalmos, and loss 
of vision. X-rays showed erosion of the lower border of the sphenoid fissure. 
Arteriography was done, with normal findings. A diagnosis of osteoperiostitis 
was made, and an exploratory craniotomy disclosed arachnoiditis with cystic forma- 
tion. The carotid seemed enlarged and to be pressing on the optic nerve. This 
was followed by some improvement in the vision, but the ocular paresis persisted. 
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Banham * reports a case of osteomyelitis of the superior maxilla in a child aged 
2% years. There was a history of a fall two months p.eviously, when a front 
tooth was cracked, and of another fall on the face a week later. The left cheek 
had been swollen for the five days prior to examination. Penicillin was given at 
8-hour intervals in doses of 100,000 units. Two teeth were removed to facilitate 
drainage of an abscess. The swelling spread to the hard palate and infraorbital 
region, where abscesses developed, which had to be opened and drained. Anaerobic 
Staphylococcus was isolated. The process receded after 21 days, during which 
time a total of 11,000,000 units of penicillin had been given. The author refers 
to an article by Jacoby and Sagorin* and states that 82 cases have been reported 
since 1847. 

SINUSITIS IN CHILDREN 


Pearlman * discusses etiology and diagnosis in the usual manner and then pre- 
sents his ideas regarding therapy. These methods include general constitutional 
treatment, nasal medication, displacement therapy, irradiation, short-wave therapy, 
and antrum puncture. When these conservative measures have failed, he recom- 
mends antrostomy, with an indwelling catheter through which the antrum is irri- 
gated, followed by the instillation of aminacrine hydrochloride (Monacrin), a 
1 :5,000 solution in an isotonic sodium chloride solution, and 3 to 4 ml. of penicillin 
solution (500 units per milliliter) twice daily. The tubes are left in place for 8 to 
14 days. 

(joodhill * lists the causes of sinusitis in children along the same lines. From the 
diagnostic standpoint he lists certain aphorisms, which are mostly negative, such 
as the following : 

1, The presence of profuse nasal discharge does not necessarily indicate sinusitis 

2. Absence of secretion does not rule out sinusitis. 

3. Chronic cough is frequently due to latent sinusitis. 

4. Sinusitis is often incorrectly diagnosed in children who have pharyngeal and nasal tics due 
to psychosomatic factors. 

5. Transillumination is often misleading. 

6. Eosinophilia does not necessarily indicate a purely allergic condition. 

7. Absence of eosinophilia does not rule out allergy. 


8. Headache due to sinusitis is uncommon in children. 


The author then goes into the details of therapy, considering, under separate 
headings, treatment of cases of the infectious type, cases of contiguous or adjacent 
infection (infected tonsils and adenoids), purely allergic cases, and the mixed 
allergic and infectious cases. The suggestions offered follow the accepted patterns 
of the time. 

De Boissiére '® reviews the etiology of sinusitis in children under five headings : 
(1) environment, diet, clothing; (2) allergens—food, dust, pollens, physical aller- 
vic reactions (“intrinsic”), clothing, etc.; (3) infection; (4) infection superim- 
posed upon an allergic diathesis, and (5) anatomic deformity. Frequently he has 
found x-rays to be of value in the diagnosis when the results of local examination 
were inconclusive. Also, it has been his experience that the ethmoids are primarily 
infected more frequently than the other sinuses. 

* Jacoby, N. M., and Sagorin, L., cited by Banham. 
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As for therapy, the author stresses the importance of diagnosing allergic com- 
ponents and states that, even tiiough definite reactions may not be elicited from 
standard tests, one must not overlook the “intrinsic” form, which alludes to vaso- 
motor reactions based on emotional states. 

Beyond this, he recommends x-ray therapy, displacement with penicillin, 1 :200 
solution in isotonic sodium chloride solution, and vasoconstrictors applied with the 
patient in the Parkitison position. 

The x-ray therapy consists of four exposures through different portals of 70 r 
each cn successive days. A second course may be given after a 10-day rest. The 
rationale of this treatment lies in the shrinking effect of the rays on the lymphoid 
elements, as well as in the reduction of the inflammatory products. 


TUMORS 


Capps '! attributes the improved results of therapy in malignant tumors of the 
sinuses to better anesthesia, chemotherapy, and transfusion. In 28 operations per- 
formed in his 51 cases there was only one postoperative death. He prefers dia- 
thermy cutting and coagulation via the Denker approach, following the disease 
process, if necessary, into the orbit, pterygomaxillary space, sphenoid, and postnasal 
area. He finds this approach to be just as effective as the external operation, which 
often destroys much heaithy tissue. Ligature of the carotid is often of great service, 
not only for the control of bleeding but for the removal of suspicious glands. The 
postoperative use of radiation therapy is recommended. The author has had seven 
cases of complete regression from radiation therapy alone. He prefers x-ray ther- 
apy and intracavity use of radium. His results compare favorably with those of 
New and Ohngren. In 37 of 51 patients observed for 5 years or more, 14 were 
symptom-free for 5 to 18 years. 

Phillips '* coniments on the delay between the appearance of the first symptoms 
of carcinoma of the antrum and the establishment of a diagnosis. In a series of 
38 cases the principal primary complaints were as follows : pain, 35% ; nasal obstruc 
tion, 30% ; swelling, 13% ; ulcer in the mouth, 10% ; eve swelling, 8% ; fistula, 4% 
He found that material aspirated through inframeatal puncture or recovered from 
the second irrigation of the sinus occasionally yielded positive findings in the Pap 
anicolaou stain, and recommends the procedure in all suspicious cases. If the 
wash is used, “the first purulent material is discarded and the second few cc’s of solu 
tion is saved, spun down in a centrifuge, and the sediment placed on a slide which 
has been treated with egg albumen to hold the cells.” Fixation and staining follow 

The mucocele reported by Murosheva '* was in a 16-year-old girl, whose symp 
toms dated back to childhood, when she had an abscess of the orbit. Fxophthalmos 
had been present for three years. In addition, the examination revealed absorp 
tion of bone along the upper margin of the crbit and a thickened mass at the inner 
wall, which was slightly elastic to the touch. The diagnosis of mucocele was con 
firmed at surgery. 

The exophthalmos disappeared within a short time. 

Berdal '* reports two cases of plasma-cell tumor of the maxilla in men, aged 
46 and 51. In the second case the tumor involved also the ethmoid. Combined 
surgery and irradiation was employed, with good primary results. One case, seen 
three and one-half years, later showed no evidence of recurrence. 
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SURGERY 


Murphy '* reports good results in the use of tantalum implants for the closure 
of persistent oroantral fistulae. In a series of 11 cases there were 3 in which the 
implawt was still in place, covered by healed oral mucosa. In four cases, the 
unplant was removed, followed by secondary closure of the mucosa. In the last 
four cases, removal of the implant was planned, and no procedure for secondary 
closure of the mucous membrane, other than wearing of the stent, was instituted. 
The procedure is first to take an impression of the area with dental modeling com- 
pound, from which an acrylic stent is made. This may be part of a full denture 
or a bridge. ‘The fistulous tract is denuded of its epithelial lining, which may 
he pushed upward into the antrum or removed entirely. A piece of tantalum, 
measuring 0.004 in. (10 mm.) in thickness, about 3 mm. wider than the fistula, 
and 2 em. in length, is bent slightly along its long axis and inserted through an 
incision in the palate about 2 cm, from the fistula and worked over toward the 
buecal side, so as to cover the opening completely. It is then held securely by the 
acrylic stent. The latter prevents overgrowth of granulation tissue and keeps the 
mucosal flap in place. 

Craig '® analyzes the factors conducive to the development of ethmoid and sinus 
disease, which include climate, occupation, hygiene, glandular dyscrasia, neglected 
acute upper respiratory disease, anatomic abnormalities, and allergy. It is quite 
apparent that in most cases a combination of several of these influences, in various 
degrees, is responsible. Consequently, it is important that careful study be given 
to each individual case. The author discusses the diaguostic procedures to be 
followed, including cultures of irrigating fluid withdrawn from the sphenoid sinus. 

In acute ethmoiditis he advises a regimen which includes irrigations, nasal 
packs, aerosol penicillin, rest in bed, a mixture of codeine sulfate and papaverine 
hydrochloride (Copavin) and acetylsalicylic acid (aspirn), local vasoconstrictors, 
and an oil aromatic vapor inhalation. As soon as the acute symptoms have sul- 
sided, he suggests using displacement therapy. Acute sphenoiditis is similarly 
treated, In addition, the sinus should be irrigated and penicillin, 500 units per 
cubic centimeter, instilled. 

As to surgery, in the chronic cases the author does not advise intranasal exen- 
teration with removal of the turbinal unless the latter has degenerated to a point 
where its functional capacity is lost. In such cases he favors exenteration via the 
external approach. He also recommends the transantral ethmoid operation in 
cases in which it is deemed advisable to preserve the middle turbinate. 


THERAPY 

Ilizeth '? describes the details of penicillin aerosol therapy in sinusitis accord- 
ing to the method of Doutrevaude. He sets forth certain factors which he states 
are important for the success of the trea:zment. The mucosa must be in a dry 
state ; this is accomplished by incorporating atropine in the solution, 1:1,000,  Con- 
gestion must be reduced by using phenylephrine ( Neo-Synephrine) hydrochloride, 
1:100, inhalations three times daily. The penicillin is inhaled in a concentration 
of 10,000 units per cubic centimeter. A total of 20 to 30 inhalations are given 


daily until the cultures are negative. Penetration into the recesses of the sinus is 


effected by the use of negative pressure. 
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Gill '* advises displacement therapy in chronic bacterial sinusitis, using a freshly 


prepared penicillin solution (200,000 units in 120 ce. of isotonic sodium chloride 


solution). To avoid nasal irritation, one must use chemically pure sodium chlor 
ide, since ordinary salt tablets contain a small amount of irritants. He also recom- 
mends aerosol penicillin (50,000 units in 3 ce. of buffer solution ). 

In the allergic types the author uses the specific allergen, if identified, or a 
solution of house dust in very high dilutions. 

Som and associates '* found that the addition of hyaluronidase to solutions of 
penicillin G instilled into the antrum produced a higher blood level than the pen- 
icillin alone. It is assumed that the increased blood level is due to greater diffusion 
and penetration of the penicillin as a result of the spreading action of the hyal 
uronidase. 


I verett *° reports his results in the treatment of 171 cases of maxillary sinusitis 
with sulfathiazole, penicillin and/or a vasoconstrictor. The average number of 
instillations was three to four in acute cases and five to six in chronic cases. Of the 
jour preparations tried out, he found the crystalline /-ephedrine salt of penicillin G 
to be the most effective. Thirty-one of 34 acute cases and 18 of 22 chronic cases 
were cured. 

Barach, Garthwaite, and Bickerman *' demonstrate the technique of aerosols in 
the treatment of respiratory affections and summarize their results in a series of 
cases. Of 15 cases of acute sinusitis, 8 were markedly improved and 3 showed mod 
erate improvement. Of 100 chronic cases, 29 were greatly improved, 40 moderately 
improved, and 36 only slightly improved or not at all. 

Lemaitre, Aubry, and Justin-Besancon * claim that 2-aminoheptane  suliate 
(Heptedrine) possesses marked vasoconstrictor action that is prolonged, without 
secondary vasodilation and without general constitutional effects. It is used in a 
1% solution. They cite 14 cases of acute sinusitis, 57 cases of subacute sinusitis, and 
1& cases of frontal vacuum headache, in which the relief was prompt and lasting. 

Hauer ** reports successful results in the treatment of suppurative sinusitis in 
two cases with the use of magnesium chromate by injection. One was a case of 
frontomaxillary sinusitis of three years’ duration complicated by arthritis. The 
entire condition cleared up after 30 injections. The other case was one in which 
the patient suffered severe headaches from a chronic sinusitis of six years’ duration. 
The preparation used contained 0.3 mg. of metallic chromium in a 1 cc. ampule. 
The author refers to Nos. 36 and 37 of the 1944 volume of the Brasil-médico, in 
which this was previously presented. 

Kinghorn, Wilson, and Dworski ** describe the details of the preparation of 
autogenous vaccines and filtrates made from nasal and bronchial secretions. These 
were employed in 47 patients suffering from various chronic respiratory conditions. 
Twenty-four of these were cases of chronic nasal and sinus disease. Of 16 sinus 
cases, cure was obtained in 6 (37.5%), and cure or improvement resulted in 13 
(81.25%) of the 24 cases of sinus and nasal disease; Staph. aureus was present. 
The cases in this series were followed up for periods of from 1 to 13 years. 

While Fischer’s studies ** had to do mostly with otogenic meningitis, they do 
include consideration of meningitis of nasal origin to some degree. He states that 
authoritative analysis of the bacterial flora in the latter was not available, whereas 


the otologic cases have yielded studies that were rather impressive. He quotes 
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Dolger, among others. The article in general reflects the status of the therapy of 
several years ago in that reliance is placed on the combinaticn of penicillin given 
parenterally and by spinal injection, in conjunction with the sulfonamides. Yet the 
tenets of antibiotic therapy are expressed as simply as they are today, namely, that 
the offending organism must be sensitive to the antibiotic, the latter must reach the 
infected area in sufficient concentration, and the agent employed must be free from 
serious side-effects. 

Commenting on the comparative ineffectiveness of these agents in infections 
with mucus-forming streptococci, he concludes that the results are not as good as 
in other types of infections because this particular bacterium has a tendency to induce 
adhesions in the subarachnoid spaces, which seal off the infection and offer a bar to | 
the circulation of the antibiotic. 

Urban * states that vasoconstrictors often injure the delicate mucosa, thus pre- 
disposing to chronic sinusitis. Surgical procedures may also damage, and even 
destroy, these membranes. To avoid these possibilities, he suggests a method of 
decongesting the engorged tissues in acute cases by the application of heat to the 
extremities. The patient’s arm is immersed in hot water (temperature up to 45 C: ) 
jor a period of 45 to 60 minutes. Twenty patients thus treated were promptly 
relieved of their subjective symptoms, Clinically, after an initial swelling of the 
nasal mucosa, there was a rapid regression, followed by free flow of secretions, 
which continued for several days. \-ray pictures of the sinuses revealed a clearing 


of the previously clouded areas. 


GENERAL CLINICAL ASPECTS 


Hollender ** answers a number of questions cften propounded by both laymen 
and general physicians pertaining to nasal sinusitis and seeks to clarify some mis- 


conceptions. How does sinusitis develop and manifest itself? Is it capable of acting 
as a focus of infection? What is its relationship to allergy? What is the status of 
nasal medication? The author’s analysis is concise and in keeping with our present- 
day knowledge. Occasional failures in therapy, though common, must be appraised 
in the light of the individual case and the surrounding circumstances. 

The diagnosis in the vast majority of cases can be made if sufficient time and 


study are applied. Most cases of sinusitis can be cured, although in instances in 
which irreversible changes have taken place the road back may be long and arduous. 

Morey’s case ** is very interesting because of the absence of severe symptoms 
during the short period of illness following the onset, three weeks prior to admis- 
sion, A 23-year-old man complained of headache following a head cold. There was 
some edema over the sinus, with slight displacement of the bulb. On the third day 
following admission, during which time the patient was on antibiotic and conserva- 
tive therapy, he suffered two epileptiform attacks resembling petit mal. The sinus 
was opened and found full of pus, with the mucosa degenerated. Since beads of pus 
were observed oozing through the posterior plate, the latter was removed, exposing 
a large extradural abscess. Recovery followed in a period of three weeks. 

Hore and Kirchenberger ** state that tuberculosis of the sinuses is very rare, 
20 cases having been collected by Gleitsmann in 1907 and only 6 reported from that 
date to 1938. 


+ Dolger, cited by Fisher.*° 
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The authors’ case was that of a man of 22, whose early complaint was blood- 
stained discharge from one nostril. A few weeks later the cheek became swollen 
and the eye began to proptose. X-rays revealed thickened mucosa in the antrum and 
a fluid level. The condition failed to improve after several irrigatiens, and the 
antrum was then opened via a Caldwell-Luc procedure, The cavity contained some 
yellow pus and a large amount of soft grayish tissue. Portions of the nasoantral 
wall and the roof of the antrum were missing. The ethmoids also contained the same 

grayish tissue. 

The pathologic report read: “Specimen from the maxillary antrum shows large 
numbers of tuberculous giant cell systems. A secondary acute suppurative process 
is also present.” 

Chest x-rays revealed a lesion in the right apex. 

A case of chronic hemorrhagic maxillary sinusitis is reported by del Magro."’ 
It is interesting because of the pathologic findings. Numerous lacunae were found 
in the mucosa, with deposits of cholesterol crystals and large foreign body cells. The 
patient was a man, aged 50, whose complaint was unilateral nasal obstruction and 
discharge for the past four years. Finally, pain and swelling of the cheek appeared, 
along with headache. A Caldwell-Luc operation was done, revealing the sinus filled 
with polypoid, reddish masses and a glistening yellowish, crumbly exudate. 

The author discusses theories advanced by various writers as to the pathogene 
sis of the cholesterol, one being that it is the result of the proteolytic ferment liberat- 
ing the esters of the palmitic, stearic, and oleic acids found in the secretions. ‘The 
other theory is that the cholesterol is derived from degenerating blood masses pres 
ent in the hemorrhagic tissues. The author believes the latter is the more likely 
explanation. 

Fogliati “! reports a case of adiposogenital syndrome of Frolich in a 42-year-old 
man, which was successfully treated by several implantations of fresh hog’s pituitary cae : 
gland. The author claims a complete cure in a period of five years. He discusses 


in detail the clinical manifestations of the disease and cites a number of references ce ; 
from the literature bearing on the rationale of gland transplants, and the various Bie 
techniques described, In the case cited by the author, the sphenoid was assumed 
to be the cause of the pituitary disturbance, because the x-ray pictures disclosed 


marked cloudiness of a well-pneumatized sinus, with involvement of the floor of the 
hypophysis. 

Berdal and Emblem “ present four cases of traumatic lesions of the paranasal 
sinuses with dural rupture, three of the lesions being located in the frontal sinuses 
and one the sphenoidal sinus. The symptoms, pathogenesis, diagnosis, and treatment 
of cerebrospinal rhinorrhea and pneumocephalus are given particular notice. Liquor- 
rhea was observed in three of the four cases. Pneumocephalus occurred in two and 


meningitis in two cases. Operative closure of the fistula was performed in one case 
only. In three cases spontaneous repair occurred. Discussing the symptomatology, 


the authors lay particular stress upon clinical signs of liquorrhea and pneumo > 


cephalus. 

The type of headache in these cases, it is maintained, very often is orthostatic. 
In regard to the pathogenesis of pneumocephalus, the role of intracranial hypoten 
sion is emphasized. In the author’s opinion, conservative treatment is justifiable in 


some acute cases. This view is based on the fact that spontaneous repair often is 
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observed in a few days or weeks. Further, these patients in the acute stage fre- 
quently represent poor surgical risks. On the ether hand, it is pointed out that in 
every case the question of operative treatment is to be taken isto consideration and 
that in many cases operative treatment is urgent. Operative closure of the dural 
opening is not to be performed when meningitis is present. Otherwise, operative 
treatment, including closure of the fistula, is instituted on the following indications : 

1. Penetrating lesions and impression of fragments 

2. Pneumocephalus with increasing intracranial pressure 


3. Delayed spontaneous closure of the dura opening 


Infections in the paranasal sinuses are to be treated as soon as possible, the 
sinuses, as a rule, representing the source of intracranial infectious complications. 
Adson and Uihlein ** advise conservative treatment in cases of acute rhinorrhea 
accompanying fracture of the skull, since a number of them heal spontaneously. 
They may wait a few days, up to several weeks, while restricting the intake of fluids 
and administering penicillin and sulfonamides. Should this regimen fail, they resort 
to surgery, which consists of a bilateral frontal craniotomy, both lobes being lifted 
from the floor of the fossa, with exposure of the fracture into the frontal sinus or 
cribriform plate and the rent in the dura. The crack in the sinus is plugged with 
hone wax over animal membrane. .\ defect in the cribriform is closed by a tantalum 
plate over melted wax, and the tear in the dura is repaired by two layers of sutures, 
including a strand of muscle fibers. Their results were as follows: relief, 26 cases ; 
cure, 22 cases; failure, 3 cases, and doubtful, 1 case. 
25 KE. Washington St. (2) 
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HEARING AIDS ACCEPTED BY THE COUNCIL ON PHYSICAL *‘EDICINE AND 
REHABILITATION OF THE AMERICAN MEDICAL ASSOCIATION 


AS OF OCT. 1, 1954 


Acousticon Models A-17, A-180, & A-185 Fortiphone Models 19LR, 20A, 21C, & 22 
Mfr., Dictograph Products Inc. Mfr., Fortiphone Limited 
95-25 149th St. Fortiphone House 


Jamaica 35, N. Y. 247 Regent St. 
London, W.1, England 


Audiotone Models 11 & 15 
Mfr., Audio Company of America Distr., Anton Heilman 
5305 N. 6th St. 75 Madison Ave. 
Phoenix, Ariz. New York 17 


Audivox Models Super 67 & 70 Gem Model V-60 
Mfr., Audivox, Inc. Mfr., The Gem Ear Phone Co., Inc. 
123 Worcester St. 50 W. 29th St. 
Boston 18 New York 1 


Aurex Models L & M Goldentone Models 25, 69, & 97 
Mfr., Aurex Corporation Mfr., Johnston Hearing Aid Mfg. Co. 
1117 N. Franklin St. 708 W. 40th St. 
Chicago 10 Minneapolis 8 
Distr., Goldentone Corp. 
708 W. 40th St. 
Minneapolis 8 


Beltone Mono-Pac Model “Lyric” 


Beltone Mono-Pac Model M 


Maico Maxitone 
Beltone Mono-Pac Model “Rhapsody” 
Mfr., Beltone Hearing Aid Co. 
2900 W. 36th St. 
Chicago 32 


Maico Model J 


Maico Top Secret Model L 
Mfr., The Maico Company, Inc. 
21 N. 3rd St. 

Minneapolis 1 


Cleartone Model 700 
Mfr., American Sound Products, Inc. 
1303 S. Michigan Ave. 
Chicago 5 
Micronic Model Mercury 
Mfr., Audivox, Inc—Successor to Western 
Electric Hearing Aid Division 
123 Worcester St. 
Dahlberg Model D-3 (Tru-Sonic) Soston 18 


Dahlberg Junior Model D-2 


Dahlberg Model D-4 (Tru-Sonic ) Microtone Models T-10 & T-612 
Mfr., The Dahlberg Company Mfr., The Microtone Corporation 
Golden Valley 758 S. Mississippi River Blvd. 
Minneapolis 22 St. Paul 1 
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Normatone Model C Distr., Sears, Roebuck & Co. 
925 S. Homan Ave. 
Chicago 7 
Normatone Model D-53 
Mfr., Johnston Hearing Aid Mfg. Co. 
708 W. 40th St. 
Minneapolis 8 


Solo-Pak Model 99 
Mfr., Solo-Pak Electronics Corp. 
Linden St. 
Reading, Mass. 
Distr., Normatone Hearing Aid Co. 
22 E. 7th St. 
St. Paul Sonotone Models 910, 920, 925, 940, 966, 977, 
t. Paul 1 & 988 
Mfr., Sonotone Corporation 


Otarion Models B-15 & B-30 Elmsford, N. Y. 


Otarion Models F-1 & F-3 Televox Model E 
Mfr., Televox Mfg. Company 
1307 Sansom St. 
Otarion Model H-1, Custom “5 Philadelphia 7 
Mfr., Otarion, Inc. 
185-7 Ashford Ave. 
Dobbs Ferry, N. Y. Telex Models 99, 200, 400, 500, 952, 953, & 1700 
Mfr., Telex, Inc. 
Telex Park 


Paravox Model D (Top-Twin-Tone) St. Paul 1 
St. Pau 


Paravox Model J (Tiny-Myte) Tonamic Model 50 


Mfr., Paravox, Inc. Mfr., Tonamic, Inc. 
2056 E. 4th St. 12 Russell St. 
Cleveland 15 Everett 49, Mass. 


Radioear Model 62 Starlet Tonemaster Cameo Model 
Mfr., Tonemaster Mfg. Co 
Radioear Model 72 128 S. Monroe St. 
Peoria, III, 


Radioear Model 82 (Zephyr) 
Mfr., E. A. Myers & Sons, Inc. Unex Models 200 & 230 
306 Beverly Rd. Mfr., Nichols & Clark, Inc. 
Mt. Lebanon Hathorne, Mass. 
Pittsburgh 16 
Zenith Miniature 75 
Distr., Radioear Corporation 
306 Beverly Rd., Mt. Lebanon Zenith Model Royal 
Pittsburgh 16 
Zenith Model Super-Royal 


Silvertone Models H-16, J-92, & P-15 


Mfr., Johnston Hearing Aid Mfg. Zenith “Regent” 
Company Mfr., Zenith Radio Corporation 
708 W. 40th St. 5801 W. Dickens Ave. 


Minneapolis 8 Chicago 39 


(All aforementioned hearing aids have vacuum tubes.) 
Accepted hearing aids more than five years old have been omitted from this list for brevity. 
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TRANSISTOR HEARING Alps ACCEPTED 


Acousticon Model A-300 1 transistor and 2 tubes 


Acousticon Model A-310 1 transistor and 2 tubes 


Model A-330 transistors 


Acousticon 


transistors 


Acousticon Model A-335 
Mfr., Dictograph Products Inc. 
95-25 149th St. 

Jamaica 35, N. Y. 


Audivox Model 71 transistors 
Mfr., Audivox, Inc. 
123 Worcester St. 


Boston 18 


Beltone “Concerto” Model transistors 


Mfr., Beltone Hearing Aid Co 
2900 W. 36th St. 
Chicago 32 


w 


transistors 


Maico Transist-Ear Model O 
Mfr., The Maico Company, Inc. 
21 N. 3rd St. 

Minneapolis 1 


Micronic “All American’”’ Hearing Aid transistors 
Mfr., Audivox, Inc.—Successor to Western 
Electric Hearing Aid Division 
123 Worcester St. 
Boston 18 


transistors 


Microtone Model T1 (Red Dot) 


transistors 


Microtone Model T1 (Yellow Dot) 


transistor and 2 tubes 


Microtone Model T31 (Micro-Mite) 


transistors 


Microtone Model “Skylark” 
Mfr., The Microtone Corporation 
758 S. Mississippi River Blvd. 

St. Paul 1 


_Otarion Model C-15 transistor and 2 tubes 


w 


Otarion Model D-1 transistors 


transistor and 2 tubes 


Otarion Model F-22 

Mfr., Otarion, Inc. 
185-7 Ashford Ave. 
Dobbs Ferry, N. Y. 


Paravox Model KM (TRANSonic) 3 transistors 
Mir., Paravox, Inc. 
2056 E. 4th St. 


Cleveland 15 
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Radioear Model 820 3 transistors 
Mfr., E. A. Myers & Sons, Inc. 
306 Beverly Rd. 
Mt. Lebanon 
Pittsburgh 16 


Distr., Radioear Corporation 
306 Beverly Rd. 
Mt. Lebanon 
Pittsburgh 16 


Sonotone Model 1010 1 transistor and 2 tubes 


Sonotone Model 1111 3 transistors 
Mfr., Sonotone Corporation 
Elmsford, N. Y. 


Telex Model 954 1 transistor and 2 tubes 


Telex Model 956 3 transistors 


Mfr., Telex, Inc. 
Telex Park 
St. Paul 1 


} transistors 


Unex Model TR-3D 
Mir., Nichols & Clark, Inc. 
Hathorne, Mass. 


3 transistors 


Zenith Model Royal-T 


3 transistors 


Zenith Model Super Royal-T 
Mfr., Zenith Radio Corporation 
5801 W. Dickens Ave. 

Chicago 39 


SEMIPORTABLE HEARING AIDS ACCEPTED 


Precision Table Hearing Aid 


Ambco Hearing Amplifier (Table Model) 


Mfr., A. M. Brooks Co. Mfr., Precision Hearing Aids 
1222 W. Washington Blvd. 5157 W. Grand Ave. 
Los Angeles 7 Chicago 39 


Aurex Hearing Aids (three types) Sonotone Model 50 Professional Table Set 
Mfr., Aurex Corporation Mfr., Sonotone Corporation 
1117 N. Franklin St. Elmsford, N. Y. 


Chicago 10 
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Society Transactions 


CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY 


Roland Russell, M.D., President 


Stanton A. Friedberg, M.D., Secretary 
Monthly Meeting, March 1, 1954 


Otolaryngologic and Rhinologic Problems of Today. Dr. Gornon F. Harkness, Daven- 
port, Iowa (by invitation). 


From a perusal of the literature of the past six years the essayist concludes that a problem 
does exist in the field of otorhinolaryngology. The opinions of the various authors appear to 
contradict the text of their own discourses. Even in teaching institutions there is acknowledgment 
of the problem. There seems to be a lack of appreciation that the greater part of the service 
rendered by the otorhinolaryngologist is given in smaller communities, and not in the teaching 
centers. There is assumption by some that the so-called “borderline” areas belong to this 
specialty by right of eminent domain. There is acknowledgment of the invasion of this field 
by lay organizations and by professional groups in which the members lack the degree of 
Doctor of Medicine. There is failure to classify properly special fields within the field of 
otolaryngology. There seems to be a disregard of the fact that for years surgeons outside 
the field of ctolaryngology have been working in these areas. 

As a partial solution of many of these factors, the essayist suggests that during his training 
in this specialty the otolaryngologist should receive training in some of the subdivisions of 
otolaryngology and the borderline areas. This would require cooperation of the various depart- 
ments in teaching institutions. The young man charting his future course, and the man in active 
practice, should realize that he must stand forth not just as an otolaryngologist but also as a 
maxillofacial surgeon, a plastic surgeon, a head-and-neck surgeon, and an allergist. 


DISCUSSION 


Dr. O. E. Van Atyea: I am indeed happy to laud Dr. Harkness’ fine summation of the 
various opinions voiced throughout the country during the past few years concerning the present 
status and the future of otolaryngology. I believe that we can sense an undercurrent of optimism, 
which is indeed gratifying. He points out the methods to obtain success and to offset some 
of the adverse criticisms which have been expressed. Dr. Harkness is a rare person who has 
practiced in a small community without the aid of medical schools; he has attained eminence 
in his field by pulling himself up by his bootstraps, one might say. He has shown that a medical 
school at one’s elbow is not necessary in acquiring eminence in this field. He has outlined a 
schedule for the young man settling in a smaller community who has planned more or less 
what he hopes to attain. He does not feel that an otolaryngologist must become outstanding 
in all the fields that borderline the specialty, which, I believe, is an excellent statement. I am 
sure that we have all benefited greatly from hearing this dissertation. 

Dr. Ropert Lewy: At a recent discussion in Detroit on this subject, the point was well 
put by one of the speakers, who said that otolaryngology is not a dying specialty, it is a changing 
specialty. It certainly must be true from what we hear that, at least in the smaller communities 
(and certainly also in the larger communities, judging by how busy people are), there is plenty 
for the otolaryngologist to do in the fields of plastic surgery, neck dissection, and in allergy. 
It requires a broader, longer, and more complex education to practice otolaryngology today than 
was the case 20 years ago. The question has been raised, and I think that it is very germane 
to the problem, “Is it necessary in the average outlying community, the smaller urban centers 
where there are no medical schools, for an otolaryngologist to also practice ophthalmology ?” 
This is a very practical consideration, on which I should like to hear Dr. Harkness’ opinion. 
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Dr. Gorpvon F. Harkness: Otolaryngology, to the lay mind and to many members of the 
medical profession, does not include the borderline fields. To counteract that, rather than take 
the attitude that “I am an otolaryngologist and this is my province,” we must recognize that 
other men of hcnest intentions have beet working in these fields too. But we do have another 
approach: overcoming that lack of knowledge of our field. We have every right to approach it, 
but we must not limit ourselves entirely by title to otolaryngology; we must announce ourselves 
as maxillofacial surgeons, or the title of whichever field we decide to enter. 

As Dr. Lewy said, it is a changing specialty. As to the necessity of practicing both ophthal- 
mology and otolaryngology in the smaller communities, there is no hard and fast rule. Com- 
munities vary. When I started in practice most of the men who were my contemporaries in 
Chicago also did ophthalmology and otolaryngology. It is a peculiar fact that the public will 
accept major surgery in otolaryngology from the young man but not major surgery in ophthal- 
mology. An ophthalmologist of advancing years holds his practice better than does the oto- 
laryngologist. I do not think that one can make any general statement as to whether or not it is 
necessary to practice both specialties, but I take the position that there is still a place in this 
country for the combined practice, depending on the local conditions. He is not going to be 
a master in either field; he may be more or less a general practitioner, but he can give good 
service to is community in both fields. So far as intricate and major procedures are concerned, 
a man’s conscience must direct him as to the right thing to do for his patient, and that is what 
counts in the long run. 


Dr. NicHoLas Torok (by invitation). 


Recording of Vestibular Nystagmus. 


One of the major problems in vestibular physiology and pathology is the difficult clinical 
accessibility of the function of the end-organ. The various manifestations of vestibular excit 
ability are largely unsuited for functional evaluation or even for simple measurement. Nystagmus, 
the most reliable objective expression of the vestibular excitation, has been almost exclusively 
considered the yardstick in the evaluation of vestibular function. Information received, however, 
by the observation of this phenomenon has been far from satisfactory. Especially, the duration 
of the evoked or reactive nystagmus cannot be expected to be the only criterion of function on 
which we depend for our judgment. Thus, efforts were made in recent years to extend the 
field of observation beyond that of the duration of the postcaloric or postrotatory nystagmus : 


1. The conception of directional preponderance of the reactive nystagmus was introduced 
(Cawthorne-Fitzgerald-Hallpike). 


2. Cupulometry is attempting to open new avenues toward a better understanding of vestibular 
function (van Egmond-Groen-Jongkees). 


3. The study of the behavior of frequency of the postcaloric nystagmus revealed a character- 
istic “culmination effect” (Torok). 


4. The “relation testing” takes into consideration as many circumstantial phenomena of the 
reactive vestibular nystagmus as possible (Kobrak). 


Nystagmus recording permits a more comprehensive evaluation of the phenomenon. Simul- 
taneous observations of various characteristics are possible. The observer may read not only 
the exact data concerning the duration of the reactive nystagmus but the important properties of 
the frequency, the culmination reaction, anomalies of the amplitude, and other minor details 


within one single nystagmus component. 


As early as 75 years ago reliable recordings were made in animal experimentation, A series 
of various attempts followed, and by the use of photographic and cinematographic methods 
recordings were obtainable in human subjects. The discovery of the corneoretinal electrical 
potential was a great improvement, and nystagmus recordings came much closer to the routine 


clinical application. 


An apparatus was developed and constructed in our department based upon a working 
principle called “photoelectric nystagmography.” This apparatus is simple to operate, requires 
no electrodes, causes no discomfort to the patient, and gives a record on a direct pen writer 


of every detail of the eye mcvements. 

The film presented shows the mechanism and working principle of the Torok-Guillemin 
sarnothy photoelectric nystagmograph, and demonstrates the technique of recording. A short 
selection of graphs is shown, and the evaluation of postcaloric nystagmus is discussed. 
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DISCUSSION 


Dr. SHERMAN SHAPIRO: Many years ago I became interested in nystagmography and 
combed the literature on the subject pretty well, because I dreamed of getting something tangible 
that could be put on a graph. I did not find anything that could be used in a practical way, 
although a tremendous amount of work has been done in this field, particularly by Ohm, in the 
German literature; he spent a lifetime working with little mirrors on the sclera, and so on. 
Tonight's demonstration is not yet a clinical method, but it is a remarkable piece of work from a 
research standpoint—one of the best that has come from this locality. It holds a great deal of 
promise, and I think further investigation should be subsidized and carried through. 

There is one difficulty about all these studies which makes them uncertain to work with, 
that is, of course, the voluntary movements. The patient will move his eye, and that must be 
integrated into the chart. I think that Dr. Torok should be congratulated. He has been working 
on this for years and should be highly commended on what he has achieved so far. 

Dr. ALFRED Lewy: The record of the type and duration of the nystagmus, as well as the 
difference in the quality of the nystagmus, is very interesting in the diagnosis. This may perhaps 
help a great deal more in the diagnosis of intracranial space-occupying lesions than we now 
realize. In the meantime, a very good practical technique is one which I have advocated for 
many years. It does not have the disadvantage that the minimal method has; that is, if it does 
not work, it must be tried again with a little more ice water, and so on, That factor is appreciated 
by the patient. I use 50 cc. of water at 60 F. temperature, and I have never seen a case in which 
nystagmus could not be produced if it could be done by any other variation or the caloric method. 
On the other hand, I have never known it to produce nystagmus out of the average normal. 
which is about 60 to 120 seconds, that would be shown by any other caloric method. From a 
scientific standpoint, Dr. Torok’s presentation is a great advance; it looks very practical, and | 
hope that it may help in the diagnosis of intracranial injuries and tumors. The other vestibular 
tests, such as postural nystagmus, are of great importance in the diagnosis of head injuries, 
showing whether or not more than the skull has been injured. 

Dr. Nicnoras Torok: I wish to thank you for your comments. In reply to Dr. Shapiro, 
voluntary eye movements, particularly blinking, are occasionally disturbing in the recording 
of the nystagmus. Before calorization is performed, a quick adjustment must be done, which 
provides ample opportunity to the patient to become acquainted with the procedure. In excep- 
tional cases a second recording may be necessary to avoid disturbing factors in the record. 

In reply to Dr. Lewy, not only 50 cc. of 60 F. water, but 1 or 2 cc. of water a few degrees 
cooler or warmer than the body temperature, may produce sufficient stimulation to cause 
vestibular nystagmus. The newest methods of minimal stimulation by rotation (cupulometry ) 
have revealed similarly that a velocity of two to three degrees per second produces measurable 


vestibular stimulation. 


“Filmettes” as a Teaching Aid in Otolaryngology. (Motion Picture.) |x. Marvin J. 
TAMARI and (by invitation) Dr. Ricuarp A. BucKINGHAM 


This demonstration movie shows short lengths of motion-picture film, called “Filmettes,’ 
depicting diseases of the ear, nose, and throat, are used for undergraduate and postgraduate 
teaching at the University of Illinois and the Illinois Eye and Ear Infirmary. 

More than 40,000 outpatient clinic visits are made at these two institutions each year, and 
many rare and unusual conditions are seen. As many of these interesting cases as possible are 
photographed. The films are kept in the files until needed for a lecture or for presentation 
at one of the weekly departmental seminars. With 25 ft. (7.5 meters), 50 ft. (15 meters) or more 
of motion-picture film taken of typical and atypical ear, nose, and throat conditions, the clinical 
presentations are more realistic than they would otherwise be. Little editing is done on the films, 
although an occasional rare condition is titled, to preserve it for future presentation. Thus 
expense is minimized and the maximum benefit is derived from the film. 

Several of these Filmettes were spliced together and titled for the presentation. They are 
as follows: 


1, Hemotympanum: This occurred after a postnasal pack for severe epistaxis. 
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2. Acute otitis media before and after myringotomy. <A view of the drum 10 days later shows 
no evidence of the site of the incision. The ear-drum pictures were taken with the Holinger- 


3rubaker camera, through the courtesy of Dr. Paul H. Holinger. 


3. Positive fistula sign in a case of chronic otitis media with cholesteatoma. The patient 
demonstrates past pointing and nystagmus. A labyrinthine fistula was found at surgery 


4. Cerebrospinal rhinorrhea due to tumor of the middle cranial fossa, with destruction of the 
sella turcica. A simple means of establishing the presence of cerebrospinal fluid is demonstrated 
One cubic centimeter of the secretion is collected in a test tube and a Clinitest tablet added 
Since normal cerebrospinal fluid contains 50 mg. of glucose per 100 cc., a greenish color appears 


in the test tube. 


5. Maggots in the external canal, probably Wohlfahrtia species. The patient had a neglected 
chronic otitis media, which served actually as a breeding place for these maggots. 


6. Carcinoma of the lateral margin of the tongue. This shows a typical carcinomatous lesion 
In addition, the motility of the tongue is demonstrated. This patient was operated on soon after 
photography. A hemiglossectomy, hemimandibulectomy, and radical neck operation were per- 


formed. 


7. Facial nerve paralysis following mastoid surgery, unsuccessfully treated with a masseter 
muscle transplant. This illustrates inherent faulis in the procedure. Such a photographic record 
should discourage any attempts to revive the operation. 


8. Bleeding of the lateral sinus encountered during mastoidectomy. While an ordinary 
mastoidectomy for chronic middle-ear disease was being photographed, the bleeding occurred. 


This being a rare occurrence during photography, it is included. 


9. Chronic otitis media with nystagmus and lateral gaze to affected side. A cerebellar abscess 


was suspected, and a radical operation was performed within an hour after the photograph was 


taken. The cerebellum was aspirated through the dura of the posterior fossa, and pus was 


obtained. A drain was left in place in the abscess 


Monthly Meeting, April 5, 1954 


Morphologic Changes in the Mastoid Bone Under Antibiotic Therapy. x. Marvin 
J. TAMARI and ‘by invitation) Dr. Paut B. Szanto. 


This paper was puvlished in full in the August, 1954, issue of the Arcuives, pp. 133-140 


DISCUSSION 


Dr. THomas C. GaLtoway: Dr. Tamari is to be congratulated on this beautiful study 
It would be fine if we could determine the last point of reversibility of the pathologic process and 
how completely we could rely on antibiotics for a cure. Fifteen years ago I gathered tissue 
blocks from mastoids to attempt to determine this. The practical difficulties were so great that 
the work was not completed. Dr. Tamari has given us a basis for an answer, but there are 
several factors that complicate the question, especially the developing resistance of invading 


organisms. 


A case in point was a patient operated upon three weeks ago and now home. After one 
, week of otitis media she developed meningitis, with crossed spasticity, homolateral sixth and 


seventh nerve involvement, and coma. With the patient under antibiotic therapy, the symptoms 


subsided except for slight ear discharge. At operation on a sclerotic mastoid I could not decide 


whether the patient might have recovered without intervention. Dr. Davis, our pathologist, 


, believed that she would not, because of osteitis and multiple small abscesses. From past experi 


ence we know that the danger of recurrence in such patients is so great that we should not risk 


leaving an infected focus. Before we knew much about petrosal infection, | saw, with Dr 


Lawson, a case of otogenic meningitis. That patient was relieved by intracarotid Preg!’s 


solution of all findings of meningitis due to hemolytic Streptococcus. There was recurrence of 
meningitis after three weeks, and at autopsy a small focus of osteomyelitis was found at the 


apex of the petrosa. 


Dr. Pierce THEOBALD: This paper brings home the fact that antibiotics are not all they 


seem to be in the treatment of middle-ear infection. If some of you have not had experience 
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with that fact, I am sure you will soon. I had such an experience about two months ago. A 
6-year-old boy was admitted to the hospital with acute otitis media. Paracentesis was performed, 
sensitivity tests were done, and the appropriate antibiotic given. The drum membrane healed and 
there was no evidence of discharge in the middle ear, but a postauricular abscess developed. 
After incision the material obtained was cultured and sensitivity tests made to determine the 
proper antibiotic to be used. The fistula which developed continued to drain, and after two 
weeks or so the temperature continued to spike, and there were changes seen by x-ray. At 
surgery the entire mastoid cortex was found to be destroyed by disease. Ordinarily, I use an 
electric drill, but there was no need to do so in this case. A curette could be introduced easily ; 
and when the lateral sinus was approached, it also was destroyed, as was the tegmentum tympani. 
The patient was threatened with intracranial complications, but he had an uneventful recovery 
after surgery. 

Dr. Ropert HENNeER: I should like to congratulate Dr. Tamari on the excellent correlation 
between the clinical picture and the pathologic changes that take place in treatment of mastoiditis 
with antibiotics, The cases he illustrated came from those in which antibiotic therapy failed, and 
for that reason any generalization would be difficult. We find in treatment of otitis media a 
group who are wholly dependent on antibiotics, and we feel completely secure with the use of 
the antibiotics. I believe that this treatment is to be criticized when adequate dosages are not 
given, particularly, when the temperature drops and no further attention is given to the case. 
These cases may come to one’s attention later through hearing surveys or secondary compli- 
cations, but if the pathology of fibrosis is common, they may be seen later with a permanent 
loss of hearing. Also, as Dr. Theobald pointed out, there are the rare cases which continue to 
have necrosis of bone and complications. The principle which Dr. Tamari’s pathologic report 
should emphasize is that antibiotic therapy must be continued until hearing returns and 
resolution is complete. Only then can one feel safe in stopping the treatment. 


Changing Concepts in Rhinoplastic Surgery. Dr. Maurice Corte (by invitation). 

The essayist illustrated and elaborated upon the following points : 

1. Combining pyramid and septal surgery must be a procedure accepted, approved, and easily 
performed by the rhinologist. 

2. Shortening the nose is not only the shortening of the tip length, according to Joseph, or 
rotating the lobule, according to Fomon and his associates, but also a diminution of the nasal 
height, changing the nasal index. 

3. Cutting the upper lateral cartilages to aid in shortening of the nose (according to Joseph) 
cannot be replaced by doing little or nothing to them, but the cartilage must be replaced by a 
reconstruction based on exact structure and function information. 

4. Inspection and photography of the base of the nose with and without retracting instruments 
and with the head in several planes help in the diagnosis of functional deficiencies. 

5. Study of nasal values in vivo, at operation, and on cadavers, elucidates tension collapse 
of the upper laterals, ballooning of the upper laterals, and their relationship to sleep and rest. 

6. In connection with the above, the concept of using the upper laterals to correct a small 
saddling of the cartilaginous vault becomes unacceptable. 

7. The conception of the removal and disposal of a hump from a nose is replaced by one which 
offers restoration or repair of the nasal roof. 

8. Narrowing a nose is now part of a conception of changing the nasal aperture, to be 
distinguished from the pyriform aperture. 

9. The floor of the pyriform aperture has a varied structure but is always characteristic of the 
ethnic origin of the patient. The vestibules of the lobule must conform to the patterns dictated 
by the underlying bone. 

10. The external nasal pyramid is an attic with considerable air space, quite empty, covered 
by an insulating roof. It offers protection to the internal nose against outside influences and helps 
retain the moisture and warmth of expired air for the benefit of the nasal mucosa. 

11. Therefore, any deformity, injury, or disease of the external nasal pyramid making rhino 
plasty or rhinoplastic procedures necessary becomes the responsibility of the rhinologist, who is 
dedicated to prevention and treatment of nasal diseases. 
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Abstracts from Current Literature 


Ear 


CLINICAL OBSERVATIONS ON ENp-OrGAN DEAFNESS: A CORRELATION WITH COCHLEAR 
ANATOMY. ARTHUR L. JuERs, Laryngoscope 64:190 (March) 1954. 


Juers brings out that all cases of nerve deafness are not irreversible, particularly those in 
the early stages. Cases which are typically of a nerve-deafness type are cited. Gains in hearing 
after therapy are demonstrated. Some cases began with a simultaneous involvement of the nose, 


suggesting that as a causative factor. Rather, however, the ear and nose were probably simul 
taneously affected by a basic neurovascular and neurosecretory disturbance. 


The possible relationship of the anatomy of the ear to the lesions is interesting. For instance, 
at 4096 cps, where so many hearing “dips” occur, there is a bony construction of the cochlea 
It is thus exposed to greater mechanical disturbance. In addition, it is the region of the resonance 
(Wever) of the ear. 

Recently it has been shown that the tectorial membrane actually touches or is connected with 
the hair cells of the organ of Corti. This anatomical relationship and its influence on symptoms 


are discussed. 

Causes of deafness include smoking (in certain cases), vasospasm, psychological stress, 
caffeine, physiologic fatigue, allergy, liberation of acetylcholine (incidental to trauma), and 
endocrine imbalance. 


Therapy is thus directed. Hitscuter, Philadelphia. 


NONSURGICAL MANAGEMENT OF MENIERE’s DisEAse. EuGENE L. Dervackt, Laryngoscope 

64:271 (April) 1954. 

The pathogenesis of Méniére’s disease is still uncertain, and therefore any plan of treatment 
is necessarily empirical. The only pathology in the inner ear that can be demonstrated positively 
is the dilatation of the endolymphatic duct. Many factors have been proposed as precipitating 
an attack. They are foci of infection, avitaminosis, allergy, and the water balance or sodium 
retention. Probably the attack is brought on by a combination of these. 


In 5 to 10% of cases of a definite antigen, antibody reaction can be demonstrated. In these, 


proper allergic management is successful in relieving the symptoms. Otherwise, “nonspecific” 
treatment is begun. A modification (less strict) of the Furstenberg diet is given and potassium 
chloride added. Histamine in small doses is used for vasodilation. After a patient has been 
symptom-free for six to eight weeks, the treatment can be discontinued. Results as to relief from 


vertigo, tinnitus, hearing loss, and aural pressure vary from 43 to 68%. 


HitscuLer, Philadelphia. 


CONSERVATION OF HEARING IN THE MopIFIED RADICAL MASTOIDECTOMY: TECHNICAL CON 


- SIDERATIONS. SHIRLEY HAROLD Baron, Laryngoscope 64:365 (May) 1954. 


Secause the danger of intracranial complications these days is little, and because better 
hearing may be obtained, Baron feels that the modified radical mastoidectomy should in many 
cases replace the complete radical mastoidectomy. 


An effort should be made to preserve a movable stapes and also to completely seal the round 


window area of the tympanic space connected with a patent Eustachian tube. The space should 
be protected from future occlusion. Means of accomplishing this are discussed. Many variations of 
the procedure are possible, depending upon the pathology encountered. These are taken up in 
detail. The question of whether to preserve the matrix of a cholesteatoma is discussed, as are 
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methods used to close the perforation and seal off the tympanic air space when the matrix is 
removed. Illustrative cases are included. Also, two cases of the classic complete radical operation 


are presented, in which there was a marked hearing improvement. It is felt that the improvement 


was the result of a closed tympanic space, formed (together with a movable stapes) by the 


formation of a pseudo tympanic membrane. 


Hirscueer, Philadelphia. 


SECONDARY SKIN GRAFTING IN FENESTRATION AND Mastorp Cavities. Frep R. GuiLrorD 
and WILLIAM K. Wriaut, Laryngoscope 64:626 (July) 1954. 


A good proportion of mastoid and fenestration cavities grafted at the time of operation do not 


become dry, and show poor resistance to infection. Secondary grafting, 8 to 10 days post- 


operatively, has proved satisfactory. It is an office procedure. An area under the upper arm 
of the donor is used. It is injected with procaine hydrochloride (Novocaine) and_ split 


thickness grafts taken. They are laid on Owens Surgical Fabric and placed in the cavity. The 


cavity is carefully covered with the grafts. No packing is required. The average time for com- 
plete healing is 1.7 months. Ungrafted cavities required 4.4 months to heal. 


Philadelphia. 


SecTION OF CHORDA TyMPANI IN VeRTIGO (PRELIMINARY Report). J. Scnorz, Oto-laryng 
israel. 3:31, 1953. 


Schotz reports nine cases of vertigo with tinnitus and deafness in which section of the chorda 
tympani nerve was performed according to Rosen’s technique. This procedure is based on a 
theory of hearing described in 1947 by D. E. Schneider, who maintains that there are two sonic 


systems in man: the cochlear, which is the more recently developed, and the older or more 


primitive sonic or equilibratory system. The chorda tympani nerve is a derivative of this latter 


primitive system and enters the geniculate ganglion, where it is a continuation of the nervus 


intermedius, which communicates with the vestibular branch of the eighth cranial nerve in the 


internal auditory canal. There is therefore a connection between both sonic systems by way 


of the geniculate ganglion 


The clinical picture of Méniére’s disease can therefore result from a disturbance in the tongue, 


mandibular joint, pharynx, membrana tympani, and sinuses through the pathway of the chorda 


tympani nerve or the tympanic plexus. The nine cases reported were operated on either by 


Rosen or by the author. Follow-up observations varied from 2 to 13 months. In all cases the 


vertigo ceased immediately after section of the chorda tympani nerve, and there were no recur- 
rences during the follow-up period. There was no change in tinnitus except for slight diminution 


in two cases, Only one patient complained of the loss of taste in the tongue on the operative side 


In the discussion that followed this paper, Wodak reported four cases of Méniére’s disease 


showing the typical triad, which were operated on by Rosen by section of the chorda tympani. 


In all these cases vertigo disappeared, while the other symptoms remained or even increased. 


This suggests that vertigo may originate from impulses in the vegetative centers and that 
Hallpike’s theory about the origin of Méniére’s disease may be valid for all the typical symptoms 


of the disease with the exception of the vertigo. 


Jennes, Waterbury, Conn. 


Paracusis WILLISIT AND THE AUDIOMETRIC DrIAGNOsis OF OToscCLEROsIS. B. SEELEN 


FREUND, Oto-laryng. 3:35, 1953 


Seelenfreund describes a test for otosclerosis based upon the phenomenon of paracusis Willisii 
and upon the law of masking. Paracusis Willisii is not “better hearing in noise” but, rather, o 


“not worse hearing in noise.” In other words, the mixed frequencies of the noise lose their 


masking properties for the otosclerotic patient. If there is no masking when there is paracusis 


Willisii, the cochlear nerve fibers are not stimulated as they are in normal persons. 


In this test Seelenfreund presents the masking noise in air conduction at the same time as the 


pure tones while doing a threshold audiogram. He reports that in normal cases the threshold falls 


nearly to the intensity of the masking noise; in cascs of conduction deafness the threshold 


falls not more than 20 to 25 db.; in cases of otosclerosis with fixation of the stapes the threshold 


falls not more than 10 to 15 db.; in cases of perception deafness the findings are the same as in 
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normal ears. In early cases of otosclerosis, before there is complete fixation of the stapes, 
paracusis Willisii is not so dramatically demonstrable, and the threshold falls as it does in any 


conductive deafness. 
The author suggests that, in the initial stages of otosclerosis where fixation is not complete, it 
may be proper to mobilize only the stapes according to Rosen’s technique and to delay fenestration 


Jennes, Waterbury, Conn 


A New Meruop oF TrstTinG HEARING IN TEMPORAL Lope Tumors. E. Bocca, C. 
and V. Cassitnart, Acta oto-laryng. 44:219 (May-June) 1954. 


Hearing testing was done to bring to light the obscure and cryptic type of auditory loss 
occurring in temporal lobe tumors. It involves a method of speech audiometry using a distorted 
instead of a normal voice. With this method, the articulation score has been found to be much 


poorer on the side contralateral to the tumor. Using this result as a basis, the authors feel that 
they can assume that when the auditor cortex is involved by neoplasm the psychic integration 


of the verbal message may be impaired. 


Ropert Lewy, Chicago 


Pharynx 


RECENT TRENDS IN THE MANAGEMENT OF CANCER OF THE MoutTH. Rupo.tr J. Noer, 
Laryngoscope 64:252 (April) 1954. 


Cancer of the mouth can be divided into three areas: the lips; the tongue, floor of the mouth, 
and gingivae; the tonsil and oropharynx. That of the lip is the commonest and least dangerous 
Surgery or irradiation without neck dissection will effect a cure, unless there are palpable nodes, 


in which case a radical neck dissection should be done. 

Cancer of the tongue and floor of the mouth is most dangerous and metastasizes early to 
the neck. Radical resection, both of the primary lesion and of its continuity along the lymphatic 
channels, is necessary. As these channels pass through the periosteum of the mandibles, resection 


of at least part of the latter is often necessary. 
Cancer of the tonsil and oropharynx is the most difficult of all to cure. Very radical and 


extensive surgery must be resorted to if surgery alone is used. Probably the best means is 


irradiation of the primary lesion followed by radical surgery. 


Hitscu_er, Philadelphia 


DiscussION ON TREATMENT OF CARCINOMA OF THE NASOPHARYNX Victor LAMBERT, 
MARGARET SNELLING, and G. E. FLatTMan, Proc. Roy. Soc. Med. 47:547 (July) 1954 


Under President C. P. Wilson, C.V.O., F.R.C.S., the Section of Laryngology met on Feb. 5, 
1954. Prof. V. Lambert, of the Department of Laryngology, University of Manchester, set forth 
the clinical material on carcinoma of the nasopharynx from the records of the Manchester 
Christie Cancer Hospital and Holt Radium Institute between 1932 and 1950. Patients with 
carcinoma of the nasopharynx are often seen first by the neurologist or ophthalmologist. If 
cervical glands are present, the general surgeon may be the first to be consulted. The postnasal 
space is a region viewed with difficulty, since no matter what instrumentation is used, there 
are blind spots which are likely to be missed. Mr. Paul Wilson has developed a surgical “palate 
fenestration” procedure which gives the best possible view after splitting the soft palate and 
removing as much of the hard palate and posterior ends of the inferior turbinates as may be 
obstructing. Prof. V. Lambert feels that this is the only justifiable surgery, the “surgery of 
approach,” since radium or x-rays are the only agents of choice. Carcinoma of the nasopharynx 
P occurs in about six per million of the population living in the North-West region of England 
It is less frequent than tongue cancer but somewhat more frequent than malignancy of the 


palate. Four groups of malignant tumors of the nasopharynx are mentioned: (1) carcinoma, 
(2) lymphoepithelioma, (3) lymphosarcoma, and (4) nasopharyngeal fibroma. Ewing's list of 
100 cases cited here shows the relative incidence of carcinoma and sarcoma, 67% being car 


cinomata for this region. The latter occurs in persons from 50 to 60 years, while sarcomata 


seem to be found in persons 65 years or older. 
The recognition of primary symptoms is extremely important to early diagnosis. Nasal 


obstruction is about twice as common as epistaxis. Then comes neuralgic pain, according to 
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the involvement of nerves in sequence. Deafness occurs later than the above-mentioned symptoms. 
Sir Geoffrey Jefferson is quoted as saying that many of these tumors are primary in the vault 
of the nasopharynx and spread to the middle fossa. Cervical glands come later and may be 
considered evidence of advanced growth. Small early tumors may be easily missed, even under 
the most thorough examination, if they lie in the fossae of Rosenmiiller. After the surgeon 
has opened the pathway for the radiologist, the latter must assume full responsibility for treat- 
ment by radium or x-ray, since the dosage, reactions, etc., are highly individualized. The effect 
of radiation on iiving tissue is always injurious, especially when cell division is going on, and 


a “highly malignant growing tumor is more sensitive than a differentiated one.” In general, the 
quantity of radiation should not be high enough to cause a severe reacticn, nor low enough to 
be ineffective. Judgment of a high order based on experience is the sine qua non in these cases. 
The article is replete with drawings to show the anatomy as related to placement of radiation. 


President Wilson said in closing the session that he was against radical surgery as a rule. 
These patients do not die from their secondary glands but from extension of the primary 
growth. Block dissection may interfere with subsequent planning for radiotherapy and is 
unnecessary; it is out of order to take a gland specimen from the neck before studying the 
primary lesion in the nasopharynx. In any patient with increased lacrimation and diminished 
corneal reflex, one should think of a source in the nasopharynx; but there may be involvement 
of the base of the skull even when the nasopharynx seems healthy! This article must be read 
in toto to grasp its full significance. It is replete with the wisdom derived from long experience. 


I. W. VoorueEes, New York. 


MALIGNANT TUMORS OF THE NASOPHARYNX. M. FEINMESSER, Oto-laryng. 3:58, 1953. 


Early diagnosis of nasopharyngeal malignant tumors is extremely important and can only be 
made by careful examination of the nasopharynx. The development of metastases usually domi- 


nates the clinical picture and overshadows the actual site of the causative lesion. A malignant 


tumor in the nasopharynx is one of the most radiosensitive of all tumors of the upper respiratory 


tract. Although some cases recover completely, even after metastatic involvement of the 


cervical glands, the sticcessful treatment of malignant tumors in the nasopharynx depends upon 


early diagnosis. 


Feinmesser discusses findings and treatment in 11 cases of nasopharyngeal malignant tumors. 
The initial symptom was cervical swelling in five cases, pain in one side of the head and face 
in two, and headache, deafness, nasal symptoms, and diplopia in one case each. Lympho- 
epithelioma was found in four cases, reticulum-cell sarcoma in one, and carcinoma in six. Of 


the latter, three were squamous-cell carcinoma, one adenocarcinoma, one transitional-cell car- 


cinoma, and one anaplastic carcinoma. High voltage radiation therapy was used in all of these 


cases, with radium being used in addition in six cases. Of the 11 cases, there were four deaths. 


Jennes, Waterbury, Conn. 


PHARYNGEAL AND BRONCHIAL TUBERCULOSIS IN INFANCY: A COMPARATIVE STUDY OF THE 
Use oF Hyprazipe or Isonicorinic Acip, STREPTOMYCIN, PAS anp TBI. R. Pocu 
Vinats, M. IR10Npo SeGcura, and J. L. Concetton, Acta oto-rino-laring. ibero-am. 5: 260, 

1954. 


The authors present a serics of nine cases of pharyngeal and tracheobronchial tuberculosis in 


children ranging in age from 7 months to 9 years. These patients were given the various anti- 


biotics, including streptomycin, paraaminosalicylic acid (PAS), the hydrazide of isonicotinic acid, a 
and a thiosemicarbazone preparation (TBI), In the experience of the authors the hydrazide 
of isonicotinic acid appears to be the most efficacious drug. Their recommendation is that the 


minimal dose of this drug should be from 20 to 25 mg. per kilo weight. This new drug seems 


to prevent caseous destruction of the lymph nodes if given early. They also believe that broncho- 


scopic treatment should be supplemented to the routine treatment instituted. This often would 


prevent atelectasis and rupture of the caseous gland into the lung. The authors did not have a 


single case of frank stenosis of the bronchi, and they also believe that with this new medication 


there is much less of a chance for cicatricial stenosis. 


Prersky, Philadelphia. 
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Larynx 


THE INCREASING INDICATIONS FOR TRACHEOTOMY. G. S. Firz-HuGua and W. C. MorcGan Jr., 
Laryngoscope 64:172 (March) 1954. 


Indications for tracheotomy have been increasing because of a better understanding of 
respiratory problems involved. 

The study of poliomyelitis victims has aided in this understanding; in such cases it is some- 
times seen that tracheotomy must be performed to avoid anoxemia. One hundred fifty consecutive 
patients on whom tracheotomy was performed were studied. In Group 1 there were 80 patients 
who had fixed obstruction of the upper airway. In Group 2, there were 30 who had fluid 
obstruction to the lower airway, and in Group 3 there were 48 in whom the tracheotomy was 
done prophylactically. Each of these groups are further analyzed. The recent increase in 
indications occurs in Groups 2 and 3. 

A tracheotomy may be done, for example, in poliomyelitis to facilitate the cleansing of the 
bronchial tree. Another recent indication for tracheotomy is that done prior to an extensive 
surgical procedure. The risks involved in tracheotomy are small, pneumothorax and mediastinal 
emphysema being the principal complications, and these not occurring often. 


HitscHLer, Philadelphia. 


SMOKER’s Larynx. LINDEN J. WALLNER, Laryngoscope 64:259 (April) 1954. 


Laryngeal conditions considered to be the result of smoking are (1) chronic nonspecific 
laryngitis, (2) polypoid degeneration of the vocal cords, (3) leucoplakia or keratosis, and (4) 


carcinoma. 

Chronic specific laryngitis is very common, and although there are few causes other than 
smoking, chronic specific laryngitis is seen so commonly in heavy smokers that smoking would 
appear to be the chief etiological agent. There is hyperemia and thickening of the larynx mucosa. 
The true cords are rounded, thickened, and hyperemic. More serious conditions may result. 

Polypoid degeneration of the cords is also probably closely related to, although it is not 
necessarily a specific effect of, smoking. In this condition, as well as in discrete polyps, vocal 
abuse also plays a part. 

Keratosis, hyperkeratosis, and leucoplakia, wherein there is seen a chalky white elevation of 
the mucosa, usually associated with a chronic laryngitis, are also seen mostly in heavy smokers, 
and smoking is therefore considered to be at least a predisposing etiological factor by most 
authorities. 

Cancer of the larynx is almost always preceded by precancerous lesions, such as keratosis and 
chronic laryngitis. Cancer also occurs more frequently in smokers than in nonsmokers. The 
evidence that smoking is a factor in the development of laryngeal cancer is only circumstantial, 
but there is no doubt as to the part it plays in precancerous lesions. 


Philadelphia. 


TRACHEOTOMY IN INFANCY. JOHN A, BiGLer, PauL H. HOLINGER, KENNETH C. JOHNSTON, 

and FitmMore SCHILLER, Pediatrics 13:476 (May) 1954. 

The incidence of tracheotomy in infants under one year of age is increasing due to a 
broadening of indications, greater acceptance of tracheotomy as an adjunct to other therapy, and 
2 lower mortality through improvements in surgical technique and in the postoperative care of 
tracheotomized infants. 

Tracheotomy for inflammatory lesions is decreasing, but the incidence of tracheotomy for 
congenital and miscellaneous lesions is increasing. 

Of 62 infants under one year of age who required tracheotomy, congenital lesions were 
considered the cause of the respiratory obstruction in 32 cases (15 boys and 17 girls) and acquired 
lesions in 30 (21 boys and 9 girls). In 8 of the 30 infants in the “acquired” group, congenital 
anomalies were indirectly responsible for the tracheotomy, since it was necessitated following 
extensive surgical procedures performed in an attempt to correct gross anomalies of organs other 
than those of the respiratory system. 
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There were 17 deaths in the series of 62 cases. Eight occurred in the miscellaneous group, 
principally those operated on for gross anomalies of other organs, three in the group of 17 con- 
genital laryngeal anomalies, four in the group of 18 inflammatory lesions, and two in the group 
of 8 neoplasms. 


Tracheotomy is generally looked upon as an emergency life-saving procedure. However, in 


most cases it can be a planned careful operation, preceded by the establishment of an airway 


to avoid cerebral and surgical trauma. The post-tracheotomy period is the critical period during 


infancy. 


From THE AuTHORS’ Summary [A. M. A. Am. J. Dis. 


RATIONAL ASSOCIATION OF IRRADIATION AND SURGERY IN THE TREATMENT OF LARYNGEAL 
CARCINOMA. JENS NIELSEN, J. Laryng. & Otol. 68:370-378 (June) 1954. 


An age-old question is reconsidered in a fairly large series of patients where radiation therapy 


was given the primary chance of achieving a functional combined with a permanent cure. Of 


the series totaling 235 cases, the early limited mobile cases comprise approximately 33%, and 


the results (cures) are 83%. The more or less fixed cases comprise another one-third, with 
59% results. The extensive cases make up at least one-third the total, with only 21% results. 
The over-all results in all cases are 54%. 


The best results are obtained in the vocal cord lesions, which represent 62% of all cases 


and where two-thirds of the patients obtained a five-year cure. In the subglottis, representing 


8% of all cases, and in the vestibulum, representing 30% of the total number, around one-third 


of the patients obtained five-year cures. 


Of the above results, i. e., 83%, 59%, and 21%, radiotherapy was responsible for 79%, 42%, 
and 17%, respectively, with surgery accounting for the remainder. Similar comparison figures 


between surgery and x-ray characterize the site of the lesions, except that of the total of 39% 


five-year cures in subglottic lesions, surgery accounted for 33% and radiation for 6%. 


Since the intent of this paper was to give irradiaton a large and primary chance of achieving 


a cure, these results probably represent the maximum that can be expected from radiotherapy in 


laryngeal carcinoma. 


In lesions excisable only by total laryngectomy, judged where said lesions are subglottic or 


cordal in origin with complete or nearly complete fixation and in lesions arising from the sub- 


glottis or cords and which have spread beyond the larynx, the aim should be at an operative 


rather than a radiative cure. 


LeJeEUNE and NORMANN, New Orleans. 


OpstructivE LARYNGITIS IN CHILDREN. JULIO MENEGHELLO, Oscar UNpbURRAGA, and 
HayprEE SEPULVEDA, Rev. chilena pediat. 24:475 (Dec.) 1953. 


Obstructive laryngitis is a frequent syndrome in infancy, most frequently due to an infection. 
Age is a factor in the different etiology; in children over 3 years old diphtheritic laryngitis is 
seen oftener, while in those under that age, acute infectious laryngitis is commoner; in the 


laryngitis that follows measles, there apparently is no age factor. It occurs more often during 


autumn, winter, and the beginning of spring. The duration of the obstructive symptoms, as well 


as of the fever, was generally one week, except in those complicated cases, the cases operated 


on, or the desperate ones. The correct diagnosis was usually made clinically plus the endoscopic 


study and serial bacteriological examinations. The authors believe that endoscopy done early, 


that is, at the beginning of the symptoms, is the most important diagnostic guide. Treatment, 


in any case in which there is doubt, will be diphtheria antitoxin followed by all the measures to 


relieve the obstructive symptoms, aspiration of secretions, oxygen, and humidity. If with these 


procedures, the obstructive symptoms persist, surgical treatment should be considered. With 


the systematic use of antibiotics, the authors have not seen a significant modification of the 
obstructive symptoms, although they favor their use due to the frequency with which there 
are associated infectious complications. The total mortality was 8.9%. 


There were few complications, these being mostly trarsient paralysis of the vocal cords and 


subglottic stenosis. From THE AuTHORS’ SUMMARY [A. M. A. Am. J. Dis. Cutp.]. 
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INFLUENCE OF RHINOLOGIC SURGERY ON Upper Respiratory Tract Symptoms. H. S 


Howakrp, Eye, Far, Nose & Throat Month. 32:287 (May) 1954. 


Chronic nasal obstruction may be due to extranasal, intranasal, or nasopharyngeal defects 
Seldom is a nasal obstruction caused by one defect within the nose. An obstructed deviated 


septum is almost always accompanied by a compensatory hypertrophy of the turbinates on the 


opposite side of the nose. The correction of chronically obstructed nasal passages usually requires 


more than a simple septal resection. Hyperplasia or hypertrophy of the turbinates, if present, 


must be corrected. When indicated, rhinoplastic procedures must be performed to correct 


deformities of the nasal dorsum, to narrow thickened columellas, or to elevate dropped nasal 


tips. If polyps are present, they must be removed. Howard quoted Imperatori and Berman: 


“Good judgement in choosing suitable cases for nasal surgery will do much to save from dis- 


” 


repute the operation of submucous resection. The author made a survey of 196 patients 


who had nasal operations within a three-year period. Ninety-six per cent of the patients claimed 


they were benefited by the surgery, and 93% would submit to the surgery again if the same 
condition preveailed as before their operation. 


Jennes, Waterbury, Conn. 


Miscellaneous 


Primary PLAsMA CELL TUMORS OF THE UPPER AIR PASSAGES WITH PARTICULAR REFERENCI 


TO THE INVOLVEMENT OF THE MAXILLARY SINUS. CLYDE A. HeatLey, Ann. Otol. Rhin 
& Laryng. 62:289-306 (June) 1953. 


Originally described by Schridde, in 1905, primary plasma cell tumors occur rarely, there 


being only 175 cases of record at present. Heatley was able to find in the literature only 23 


instances of the lesion involving the maxillary sinuses. He reports two cases of his own 


The author states that careful roentgenological and laboratory studies should be done in all 


cases to rule out the possibility of :oultiple myeloma, which closely resembles primary plasma 


cell tumor. Bence-Jones proteinuria and pronounced hyperproteinemia are commonly present 


in multiple myeloma. In addition, sternal puncture usually demonstrates typical myeloma cells, 


and roentgenography will show characteristic punched-out areas without evidence of bone 


regeneration in the spine, thorax, skull, shoulder, and pelvic girdles. On an average, few patients 


with multiple myeloma survive longer than two to three years, while there are many instances 


of persons with primary plasma cell tumors of the upper air passages surviving longer than 


eight years. 
There is increasingly prevalent opinion among pathologists and clinicians that primary 


plasma cell tumors in the upper air passages are variants of multiple myelomatosis. There 


seems to be no question of their malignant or potentially malignant character. While methods 


of management must necessarily vary with the individual case, the radiosensitivity of plasma 


cell tumors favors radiotherapy, according to this author. He states that experience does not 


appear to justify the radical surgical procedures commonly employed in the treatment of th 


more familiar malignant neoplasms encountered in this region. 


STEELE, Kansas City, Kan 


ABSORPTION FROM NASAL Mucous MEMBRANE: SysTEMiIc Errect oF HyoscinE FoLttow 
ING INTRANASAL ADMINISTRATION. JUERGEN TONNDORF, REED W. Hype, HERMAN I 


Cuinn, and James E. Lett, Ann. Otol. Rhin. & Laryng. 62:630-641 (Sept.) 1953. 


In an effort to administer scopolamine (hyoscine) to nauseated or vomiting patients by some 


route other than oral, the authors, after eliminating rectal and subcutaneous injection as imprac- 


tical, initiated an investigation of the efficacy of intranasal application of the drug as drops or 


sprays, as compared with oral and subcutaneous administration. 


Using the relative decrease in saliva production as an indication, scopolamine was shown 


to be more rapidly, completely, and uniformly absorbed intranasally than orally. Drops appeared 


to be superior to the spray. 
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The addition of a detergent to the scopolamine spray improved its activity, presumably by 
allowing penetration of the mucus layer. It was found that the intranasal administration of 
phenylephrine (Neo-Synephrine) before scopolamine administration decreased the scopolamine 


effect. STEELE, Kansas City, Kan. 


EpipHrenic EsopHaGeaL Diverticutum. F. JoHNson Putney and Louis H. Crerr, Ann. 
Otol. Rhin. & Laryng. 62:803-817 (Sept.) 1953. 


Putney and Clerf present and discuss seven cases of epiphrenic (supradiaphragmatic) eso- 
phageal diverticulum in which no characteristic symptoms were present. One case had an 
associated hiatal hernia, another was complicated by both hiatal hernia and achalasia, and a third 
had coexisting traction and pharyngeal and pharyngoesophageal pulsion diverticula. 

Histologic examination of the excised diverticula revealed an abnormally thin muscular 
coat, but the sympathetic nerve ganglia were intact without microscopic abnormaliity. 

The diagnosis was made by barium esophagram. Esophagoscopy confirmed the diagnosis, 
detected complicating lesions, and provided information concerning mucosal changes. 


Surgical excision of the diverticulum sack without interference with the esophagogastric 
junction was preferred over resection of the lower esophagus with esophagogastrostomy because 
of the tendency for subsequent development of esophagitis and dilatation of the esophagus after 


the latter procedure. STEELE, Kansas City, Kan. 


CyciiziInE HyDROCHLORIDE IN THE TREATMENT OF VERTIGO. L. A. WitzMan, Eye, Ear, 
Nose & Throat Month. 33:298 (May) 1954. 

Witzman has used cyclizine hydrochloride in a series of patients with vertigo. The dosage 
used was 50 mg. three times daily, with reduction of the dosage to 25 mg. twice daily after 
relief had been obtained. Only rarely, in less than 6% of the 67 patients treated, was there a 
complaint of drowsiness, and there were no other untoward effects from the therapy. Witzman 
reports complete relief in slightly over 82% of the patients studied. 


Jennes, Waterbury, Conn. 


THe ANTIBIOTICS AS AN ADJUNCT IN THE TREATMENT OF OTOLARYNGOLOGIC DISEASES. 
3ERNARD J. McMaunon, Laryngoscope 64:208 (March) 1954. 

Antibiotics have to be given carefully. indiscriminate use deprives the body of an adequate 
stimulus for the formation of antibodies, with resultant exacerbations. Also, some bacteria, notably 
certain strains of Streptococcus and Staphylococcus, are becoming resistant to the antibiotics. 

Each antibiotic is discussed with regard to its effectiveness against various organisms 
The toxicity of each is also discussed. The administration of a combination of various antibiotics 
is sometimes more effective than the administration of a single one. A 24-hour method for deter- 
mining the sensitivity of the bacteria to the antibiotic is described. It is reliable, being 95% as 


accurate as methods taking much longer. Hitscu_er, Philadelphia 


DIPHENHYDRAMINE (BENADRYL) IN THE CONTROL OF VERTIGO: PRELIMINARY REPORT 
on Its Ciinicat Use. Davin D. DEWEEsE, Laryngoscope 64:345 (May) 1954. 


It is becoming more evident as time goes on that the tertiary amines—dimenhydrinate 
(Dramamine), diphenhydramine (Benadryl) hydrochloride, and chlorpromazine (Thorazine)—are 
effective in controlling nausea and vomiting and probably also vertigo. They depress the chemo- 
receptor trigger zone in the floor of the fourth ventricle. 

Intravenous diphenhydramine was used in a number of patients who suffered from vertigo 
and/or nausea and vomiting from various causes. Those causes included temporal bone and 
fenestration surgery, labyrinthine hydrops, and suppurative labyrinthitis. The most used dose 
was 100 mg. given intravenously. Relief from symptoms was generally marked. 


HitscHLer, Philadelphia. 
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VascuLAR HEADACHES AND RELATED Conpitions. RaymMonp L. HILsincer, Laryngoscope 

64:403 (May) 1954. 

This is a very good résumé of vascular headaches. Discussed are diagnosis, mechanism, 
and causes. Then there is a brief but complete summary of each. 

These summaries include the particular symptoms which enable one to classify the headaches 
as such, and the treatment for each type is indicated. The article is a good one to have accessible 
in order to refresh one’s memory when confronted by a headache problem. 


Hitsce#ver, Philadelphia. 


A Hacer Century or LyMAN G. RiIcHARDs, Laryngoscope 


64:595 (July) 1954. 


This is a delightfully written article covering the progress of 50 years of otolaryngology, as 
seen through the Transactions. Many procedures that today seem incredible are recalled. 
Adenoidectoniy in children without the administration of anesthesia is one. It is surprising that 
only 19 papers have appeared on adenoidectomy as compared with 100 on tonsillectomy 


At the turn of the century complications of otitis media, such as meningitis and brain 


abscess, were universally accepted as fatal. 


The progress of various subdivisions of otolaryngology is traced throughout their develop 
ment to the present time. The tons:! and adenoid operation, the treatment of atrophic rhinitis, 
and the submucous resection operation are examples. The latter was a crude and brutal procedure 


until the introduction, in 1903, of the swivel knife. 


A great many papers concern the sinuses. There were 94 on the maxillary sinus and 96 


on the sphenoid alone. Arguments as to the merits of the radical versus the conservative approach 
were frequent. Treatment of frontal sinusitis has always been particularly varied, and even 


today there still is no standard procedure upon which all are agreed. 


Philadelphia. 


Tue Nose AND THROAT IN RELATION TO PULMONARY DISEASE, ARTHUR J. CRACOVANER, 


New York J. Med. 54:1638 (June 1) 1954. 


This paper was presented before the American College of Chest Physicians in May, 1953. 
The author stresses the point that ENT specialists may overlook chest conditions, and vice 
versa for chest men who may be overlooking upper respiratory ailments. Sensitive areas in 
the nose and throat may be rendered more sensitive by tumors, malformations, infections, and 
other pathological states. For example, postnasal drip may cause chronic cough and clearing 
of the throat. Sinusitis may be found here. Besides, vasomotor conditions, general diseases, 
such as diabetes, ovarian dysfunction, menopause, and fibroid uterus, should be sought out 
Emotional states are always at hand. Cigarette oversmoking is a well-known cause of chronic 
cough. Such a simple thing as elongated uvula or hypertrophied lingual tonsil can create 
cough. Neurologic causes also appear at times. Allergy is commonly seen with a whole train 
of discomforting symptoms. One must consider hemoptysis, quality and quantity of expectoration, 
fetid odor, dyspnea and wheeze, sinobronchitis, and bronchiectasis as conditions often tied in 
with upper respiratory pathology. Even adenoids and tonsils in children can produce a trouble 
some cough which disappears after surgery. Nasal polypi and growths on the vocal cords are 
associated with cough. Asthma is in a field by itself and requires high specialization. Operative 
procedures may worsen this condition; therefore one should “proceed with caution.” 


I. W. Voornees, New York. 


ARTHUR 


3RONCHOGRAPHY—A PROCEDURE IN THE DIAGNOS!S OF PULMONARY DISEASES 
CracovaNeER, New York J. Med. 54:1931 (July 1) 1954. 


By the usual methods, time-honored in medicine, we may suspect lung disease. X-rays will 
confirm this, planograms will localize the lesion, and bronchoscopy will show us the condition of 
the bronchi, but a bronchogram will outline the size, shape, and extent of the lesion. The 
author thinks bronchography is not utilized frequently enough, and, while it is not an “easy” 
procedure, it can be perfected by «!most anyone who will try to learn how to use it. A contrast 
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medium must be used; hence iodized oil (Lipiodol) is preferred over water-soluble solutions 
which are too quickly absorbed before picturization can be thoroughly performed. However, 


they are readily eliminated (four hours) against the prolonged stay of iodized oil (for weeks) ! 
Cracovaner details the procedure he uses on ambulatory as well as on inpatients. First, omit 
breakfast ; demand postural drainage to get rid of bronchial contents insofar as possible. Suction 


bronchoscopy may be necessary for thorough evacuation. One hour before taking the broncho- 


gram give a barbiturate, plus codeine one-half hour later. In the hospital (inpatients), give 
pentobarbital (Nembutal) (1% grains [0.098 gm.]) two hours before procedure, and repeat one 
hour before x-ray. Codeine is given one-half hour before. Such medication diminishes cough 
and reaction from anesthetic. As to the latter, we have cocaine, 4% or 10%; tetracaine (Ponto- 


caine), | or 2%; butacaine (Butyn), 2%, etc. Give the anesthetic slowly, and wait for the full 


effect. These drugs may be sprayed at first, followed by the drop method, under mirror view, 
into the trachea until cough is submerged. Then iodized oil is dripped on the base of the 
tongue and allowed to flow into the larynx and trachea. By various “tilting postures,” the 
dark fluid can be encouraged to go where it is wanted. Some prefer a curved cannula as an 
adjunct. It is best to do one lung at a time, with the patient sitting, standing, or lying in the 
preferred position. For the upper lobes, recumbency is best, with the patient placed laterally. 
Coughing must be completely abolished, or failure will result. Deep breathing helps to flood 
the lower branches. A table which can be tilted is a valuabie aid to positioning. Lateral and 
oblique views should be taken. After the procedure is completed, postural drainage and cough 
help to remove much of the fluid by gravity. 


Bronchography in children is trying and time-consuming, but it is worth the trouble, and 
may be indispensable in determining treatment. The author has done it under local (even 
under no anesthesia), but as a rule, general anesthesia is to be preferred. Premedication sedation, 


plus atropine, seems paramount, according to age. 

Dangers are said to be “relatively few.” If there is an acute lung infection, limited lung 
capacity, etc., one should use the smallest amount of iodized oil possible, or it may be contra- 
indicated entirely. Iodism is sometimes encountered. Lipid pneumonia and granulomata have been 


reported. In any case, the fluid is never forced into the airways. 


A positive indication for the procedure is bronchiectasis. Other conditions are suspected 
tumors, abscesses, cysts, bronchostenosis, cavities, and fistulae. Bronchial blockage will be 
readily shown, and an abscess may be outlined by the surrounding tissue. Tuberculosis of a 
lung is not a contraindication, and it may be helpful to know the extent of the involvement 


before lobectomy. 
Apstractor’s CoMMENT.—[This is a very careful detailed study of picturization of the 


lungs in general by the use of a shadow-forming substance. However, some may question the 
advisability of introducing a fluid foreign body into the lungs which remains for so long a time 
I should like to know what subsequent autopsy shows. This is a good theme for a continuation 


study. | I. W. Voornees, New York. 


Discussion: THe Ramsay Hunt SyNpkoME. KENNETH Harrison, JoHN D. SPILLANE, 
and J. P. Monknouse, Proc. Roy. Soc. Med. 47:371 (May) 1954. 


The Section of Otology met on Dec. 4, 1953, with R. R. Simpson presiding. Mr. Harrison, 
of the Department of Otolaryngology, Manchester University, said that he had observed and 
treated 12 cases of the Hunt syndrome. The occasion is of interest to Americans because 
James Ramsay Hunt, M.D. (1874-1937), was an American neurologist of American-Quaker 
heritage, who described the condition bearing his name before a medical group in Boston in 1906, 
and published his first report in the Journal of Nervous and Mental Disease in 1907. Thereafter 


he spent most of his life pursuing the manifestations of this disease. There are four elements in 
his classification dependent upon involvement of the seventh and eighth nerves and the geniculate 
ganglion. He seems to have regarded it as a neuritis, perhaps induced by a special virus with 


selective action in the geniculate area. 
All Mr. Harrison’s 12 patients were observed between August, 1949, and August, 1953. All 


the cases were unilateral, with females predominating (10 females to 2 males) in the age period 


from 33 to 76 years. Symptoms began with headache, lassitude, and a half to one degree of fever, 
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and earache without signs of infectious otitis. Pain involved the external ear and canal, radiating 
to the face and jaw and down the neck, with hyperesthesia. Zosteric eruptions occurred on 
the auricle, in the meatus, on the soft palate, and on the anterior two-thirds of the tongue. Later, 
facial palsy, usually complete, appeared in each case. There was loss of taste, and perceptive 
deafness, with loss of tones at a frequency of 2048 and above on the chart. 

Vertigo of varying degree was rather constant and persistent, with a fine horizontal nystagmus 
toward the sound side. The caloric test was persistently negative on the diseased side but fairly 
normal on the sound side. Blood studies were about normal. Lumbar puncture showed an 
increased mononuclear cell count, with increased protein, but in a few weeks the spinal fluid 
was normal. No specific treatment can be advised, save nerve decompression, the results from 
which are not reported. Facial pals - tended to recover, at least partially, but two years were 
required, on an average. Taste returtied. Deafness improved in about 50% of the patients, but 
hearing in general was impaired permanently. One should always look for vesicles in the mouth 
along the course of the nerves of the pharynx, cheek, and tongue 

Dr. John D. Spillane remarked on the paucity of postmortem observations. Hunt performed 
a postmortem examination on a man of 48 with facial palsy, “but the geniculate was never 
examined!” In an autopsy described by Denny-Brown, “the geniculate ganglion was normal, but 
the facial nerve was infiltrated throughout its course.” The second cervical ganglion was destroyed 
by the virus. The 9th and 10th ganglia were not examined. (A diagram illustrates the position 
of the geniculate and the nerves associated therewith.) Discussion was carried on by various 
other members of the audience, but little additional value was forthcoming. The many references 
set forth in this article may serve well those who wish to pursue this subject further. Several 
illustrations elucidate the text. I. W. Voorness, New York. 


CLINICAL EXPERIENCE WITH CorticorropIN (ACTH) AND CorTISONE IN) OTORHINO 


LARYNGOLOGY. H. Rosen and S. FELDMAN, Oto-laryng. 3:41, 1953 


Patients with allergic rhinitis, with or without polyposis, were treated with corticotropin 
(ACTH) and cortisone, with both subjective and objective improvement. Polypi diminished in 
size after treatment and were easier to remove surgically. There was a lessened tendency to 
bleed. Both corticotropin and cortisone were first administered parenterally, but later cortisone 
was used either as a nasal spray or as a nasal ointment. It was prepared as a solution of corti 
sone and saline in the concentration of 1:4 or as an ointment of cortisone in a petrolatum 
(Vaseline)- wool fat (Lanolin) base in the same concentration. 

These hormones are beneficial in cases of edema of the upper respiratory tract and in 
laryngotracheitis in children. Cortisone was administered in one case with severe ozena. There 
was no appreciable clinical improvement, but a biopsy specimen taken at the end of the treat- 
ment showed a marked proliferation of the seromucinous glands. Two patients were given 
cortisone after chemica! burns of the esophagus, in order to prevent the formation of strictures 
No conclusions could as yet be drawn. One patient who suffered for many years from allergic 
rhinitis experienced severe vertigo daily for six months. The diagnosis was Meéniére’s disease 
of an allergic etiology. Cn the third day of treatment with cortisone administered orally, symp 
toms improved, and dizziness completely disappeared after one week of treatment. 

Cortisone was administered in 15 persons with perfectly normal hearing in order to determine 
the effect of cortisone upon hearing. After the administration of a total dosage of up to 12 gm 
of cortisone, no changes in the threshold of hearing occurred, but in most subjects examined 
the threshold of discomfort was elevated. In one case the labyrinth was tested at the end of 
treatment, and definite hyposensitivity was found. Rosen and Feldman suggest further studies on 


the use of corticotropin and cortisone in otolaryngology. Conn 


BEHAVIOR OF PLASMA PROTEINS, HEMOGLOBIN, AND HEMATOCRIT BEFORE AND DURING 
RapIuM THERAPY AND ROENTGEN THeraApy. G. De Vino and A. Ancetti, Oto-rino 
laring. ital. 22:358, 1953. 

De Vido and Ancetti have studied the behavior of the plasma proteins, hemoglobin, and 
hematocrit before, during, and after roentgen and radium therapy in patients already operated on 
for total laryngectomy or carriers of laryngeal, lingual, or tonsillar neoplasms 
649 


: 
ise 
6 
i, 
a 
= 
Pos 
q 


M. A. ARCHIVES OF OTOLARYNGOLQGY 


Prior to treatment with radium or roentgen rays, in the patients examined, there was neither 
an increase nor a decrease in plasma protein concentration, and the hemoglobin and hematocrit 
were within normal physiological limits. 

Twenty-four hours after initiation of the therapy in the great majority of cases treated with 
roentgen rays, there was noted a fall of the plasma proteins. As for the other two values, the 
hemoglobin and hematocrit, instead there was a rise. In the radium-treated cases the results 
corresponded to those treated with roentgen rays. 

In the middle of the treatment, in both types of therapy, protein metabolism resulted in an 
increase, while the hematocrit followed a progress opposite to the data obtained soon after the 
beginning of the treatment. 

At the end of the treatment in the 18 cases studied, the value of plasma proteins rose so that 
they had reached their initial values, while the hematocrit and hemoglobin continued to diminish. 


DeLuca, Philadelphia. 


TREATMENT OF DIPHTHERIA WITH PENICILLIN WitTHOUT THE USE OF ANTITOXIN. JULIO 
Romutus and RopERTO GONZALES HERRARA, Bol. Col. med. Habana 4:501 (Dec.) 
1953. 

The authors present a large series of diphtheria patients who were treated at the Las Animas 
Hospital. This was divided into Group A, 520 patients who were treated solely with penicillin; 
Group B, 1,710 patients that were treated with antitoxin, and Group C, 237 patients that were 
treated with the combination of both penicillin and antitoxin. In reviewing their results, they 
find that in Group A, there were but four deaths, or an over-all percentage of 0.76; in Group B, 
120 deaths, or 7%; in Group C, 27 deaths, or 11.39%. In addition, they have noted that there 
were fewer myocardial and nervous complications in Group A than in either of the other two 
groups, and they conclude that penicillin alone is a treatment of choice in all cases of diphtheria 
In fact, it has proved more efficacious than even Group C, wherein both the antitoxin and peni- 
cillin was used. 

They further observed that where respiratory obstruction as a result of laryngeal diphtheria 
has occurred, a tracheotomy should be performed in every case. This should be foilowed by 
aerosol therapy, using the Romulus cannula and frequent aspirations of the secretions. They 
believe that this procedure is by far more satisfactory than intubation. 


Persky, Philadelphia. 


Oi. PNeumonta Dur to Aspiration oF Liguip WALTER DONTENWILL, 
Monatsschr. Kinderh. 101:35 (Feb.) 1953 


A 33-year-old white girl with tuberculous meningitis, marked internal hydrocephalus, and 
a tuberculous lesion of the right femur received daily doses of 1 teaspoonful (4 to 5 ml.) of 
liquid petrolatum as a laxative for several months before death. Autopsy, in addition to the 
above tuberculous foci, revealed bilateral oil pneumonia presumed to be due to repeated aspirations 
of the liquid petrolatum. This is believed to be the only case in the German medical literature 
up to the present time of oil pneumonia due to aspiration of oily laxatives. 


HARTENSTEIN, Syracuse, N. Y. [A. M. A. Am. J. Drs. Cutvp.]. 


Dirk SCHUTZFUNKTION DES VITAMIN A BEL DER STREPTOMYCIN-INTOXIKATION (THE Pro 
TECTIVE FUNCTION OF VITAMIN A IN STREPTOMYCIN INTOXICATION). FRANZ ESCHER 
and Fritz Rupp, Acta oto-laryng. 43:311 (April-June) 1953 
This work represents a study of the metabolism of dihydrostreptomycin and streptomycin 

in the rabbit. It covers blood concentration and its relationship to toxicity. The healthy rabbit 

eliminates dihydrostreptomycin very quickly. Experiments were performed in which the kidneys 
of the rabbits were damaged with uranium nitrite. This caused albuminuria but no elevation of 


ronprotein nitrogen. If dihydrostreptomycin is given with the uranium, an acute vestibular lesion 
and uremia result. However, if vitamin A is administered, the acute vestibular damage and the 


uremia are prevented. 
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In subsequent experiments dihydrostreptomycin in high doses, 400 mg./kg, was applied in 
rabbits with an undamaged kidney. In this concentration dihydrostreptomycin had no toxic 
effects. Huwever, streptomycin in this concentration caused vestibular damage and even uremia 
In rabbits treated with vitamin A there was no uremia and no vestibular damage. 


Ropert Lewy, Chicago. 


DIRECTIONAL PREPONDERANCE OF CALORIC NysTAGMUS IN PATIENTS WITH ORGANIC BRAIN 
DisEASE: AN ELECTROENCEPHALOGRAPHIC Stupy. LENNART KrrstTEIN and Lars 
PrieBer, Acta oto-laryng. 44:265 (May-June) 1954. 


This electroencephaiographic study represented work on 68 patients with cerebral disorders. 
The relation between the site of the EEG abnormality and the presence of caloric nystagmus 
directional preponderance was determined. In 29 cases a preponderance was found. The EEG 
showed abnormality in 25 of these cases. The abnormalities were found in frontal, temporal, 
or parieto-occiptal regions. In some of these cases lesions were subsequently verified at surgery 
In a series of eight cases there were normal caloric responses, but focal abnormal waves were 


found in the frontal or temporal areas. 
Thus Kirstein and Prieber conclude that directional preponderance in cerebral lesions can 
not have a specific and unequivocal localizing value; nor, conversely, does the absence of 


directional preponderance rule out with certainty either a frontal or temporal lesion. 


Ropert Lewy, Chicago 
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News and Comment 


NOTICE 


The Annual Meeting of the American Medical Association will be held in Atlantic City, 
June 6-10, 1955. Physicians hoping to take part in that meeting should communicate with their 
Section officers as early as possible. Deadlines have been set, after which applications will be 
considered only if there are withdrawals in the program. 
DEADLINE FOR SECTION PAPERS, Dec. 15, 1954 
DEADLINE FOR SCIENTIFIC EXHIBIT, Jan. 10, 1955 
Communications should be addressed to the following : 
Section on Laryngology, Otology and Rhinology 

Secretary—Hugh A. Kuhn, M.D., 112 Rimbach St., Hammond, Ind. 

Representative to Scientific Exhibit—Walter E. Heck, M.D., Stanford University Hospitals, 
San Francisco 15, Calif. 


Books 


Manual of Otology, Rhinology, and Laryngology. [ourth edition. By Howard Charles 
Ballenger, M.D., F.A.C.S., Professor of Otolaryngology Emeritus, recently Chairman of 
Department of Otolaryngology, Northwestern University Medical School; John J. Ballenger, 
B.S., M.S., M.D., Associate, Department of Otolaryngology, Northwestern University. 
Price, $6.00. Pp. 365, with 136 illustrations and 3 plates in color. Lea & Febiger, 600 S. 
Washington Sq., Philadelphia 6, 1954. 


This manual presents the commoner pathologic conditions of the nose, throat, and ear. This 
is done in relation to the various clinical entities rather than by means of the symptomatic 
approach. Special attention is paid to anatomy, etiology, pathology, symptoms, and treatment 
both general and local. The purpose of the fourth edition was to emphasize and to rewrite 
certain sections, particularly on the physiology of the nose, the Eustachian tube, hearing, and the 
vestibular labyrinth. In addition, the sections on allergy, malignant neoplasms of the larynx, and 
Méniére’s disease have also been either added or rewritten. In general, an attempt has been 
made to bring the entire text up to date in all respects. 

The intent of the original book was for use by medical students, nurses, general physicians, 
and even as a ready reference for the otolarnygologist. This remains true in this fourth edition. 
Since this was the original intent, this book serves an excellent purpose. However, treatment 
could have been accorded greater emphasis in many of the conditions outlined. Most of the 
treatment indicated appears to be somewhat on a very general basis, and it may be well to 
have this portion of the schema emphasized in greater detail. However, the book reads very 
easily, and the illustrations are extremely descriptive of subject matter. 


CORRECTION 
In the article “Changing Aspects of Bronchoesophagology,” by Dr. Thomas E. Douglas, in the 
October, 1954, issue of the Arcuives, the first line of the next to the last paragraph on page 398 


should read as follows 


” 


“The antibiotics are usually able to hold in abeyance or cure tuberculosis. They 
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Directory of Otolaryngologic Societies * 


FOREIGN AND INTERNATIONAL 


CANADIAN OTOLARYNGOLOGICAL SOCIETY 


(Société Canadienne d’Otolaryngologie) 


Edward Tremble, 1390 Sherbrooke St. West, Montreal, P. Q. 
Secretary: Dr. G. Arnold Henry, 170 St. George St., Toronto. 
Place: Bigwin Inn, Lake of Bays, Muskoka, Ont. Time: June 16-18, 1955. 


President: Dr. G. 


SOCIETY 


INTERNATIONAL BRONCHOESOPH AGOLOGICAL 


President: Dr. André Soulas, 184 Avenue Victor Hugo, Paris 16. 
Secretary: Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40. 


INTERNATIONAL CONGRESS OF AUDIOLOGY 


Place: Leyden, Netherlands. 
Dr. H. C. Huizing, 182 Oostersingel, Groningen, Holland. 


General Secretary : 


Course IN PAEpO-AUDIOLOGY 


INTERNATIONAL 


Place: Groningen, Netherlands. 
Dr. H. C. Huizing, 182 Oostersingel, Groningen, Holland. 


General Secretary: 


PaN-AMERICAN ASSOCIATION OF OTO-RHINO-LARYNGOLOGY AND BRONCHO-EsOPHAGOLOGY 
President: Dr. Juan Manuel Tato, Azcuenaga 235, Buenos Aires, Argentina. 

Secretary: Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40. 

Meeting: Fifth Pan-American Congress of Oto-Rhino-Laryngology and Broncho-Esophagology. 
Place: San Juan, Puerto Rico. Time: February, 1956. 

President of Congress: Dr. Juan H. Font, Medical Arts Building, San Juan. 


S1xTH INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY 
President: Dr. Arthur W. Proetz, 3720 Washington Blvd., St. Louis. 
General Secretary: Dr. Paul H. Holinger, 700 N. Michigan Ave., Chicago 11. 
Place: Hotel Statler, Washington, D. C. Time: May 5-10, 1957. 


NATIONAL 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION ON 
LARYNGOLOGY, OTOLOGY AND RHINOLOGY 


Chairman: Dr. Francis W. Davison, Geisinger, Memorial Hospital, Danville, Pa. 
Secretary: Dr. Hugh A. R. Kuhn, 112 Rimbach St., Hammond, Ind. 
Place: Atlantic City, N. J. Time: June 6-10, 1955. 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President:. Dr. Walter H. Theobald, 307 N. Michigan Blvd., Chicago 1. 
Executive Secretary-Treasurer: Dr. William L. Benedict, 100-lst Ave. Bldg., Rochester, Minn 


* Secretaries of societies are requested to furnish the information necessary to keep this 
list up to date. 
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AMERICAN BoarD OF OTOLARYNGOLOGY 


President: Dr. Frederick T. Hill, Professional Building, Waterville, Maine. 

Secretary-Treasurer: Dr. Dean M. Lierle, University Hospitals, Iowa City. 

Examinations: Hotel Marshall, Richmond, Va., March 6-10, 1955; Palmer House, Chicago, 
October, 1955. 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION 


President: Dr. Clyde A. Heatly, 11 N. Goodman St., Rochester, N. Y. 

Secretary: Dr. F. Johnson Putney, 1719 Rittenhouse Sq., Philadelphia 3. 

Place: Hollywood Beach Hotel, Hollywood, Fla. Time: March 15-16, 1955 (afternoons 
only). 


AMERICAN LARYNGOLOGICAL ASSOCIATION 
President: Dr. Henry B. Orton, 224 Delavan Ave., Newark 4, N. !. 


Secretary: Dr. Harry P. Schenck, 326 S. 19th St., Philadelphia 3. 
Place: Hollywood Beach Hotel, Hollywood, Fla. Time: March 13-14, 1955. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Socrety, INc. 
President: Dr. Kenneth M. Day, 121 University Place, Pittsburgh. 
Secretary: Dr. C. Stewart Nash, 708 Medical Arts Bldg., Rochester 7, N. Y. 
Place: Hollywood Beach Hotel, Hollywood, Fla. Time: March 15-16, 1955 (mornings only). 


SECTIONS: 
Eastern.—Chairman: Dr. Benjamin H. Shuster, 1824 Pine St., Philadelphia 3. 
Place: Hotel Warwick, Philadelphia. Time: Jan. 7, 1955. 
Southern.—Chairman: Dr. G. Slaughter Fitz-Hugh, 104 E. Market St., Charlottesville, Va. 
Place: Medical School Auditorium, Charlottesville, Va. Time: Jan. 22, 1955. 
Middle.—Chairman: Dr. James E. Croushore, 3001 W. Grand Blvd., Detroit. 
Place: Sheraton-Cadillac Hotel, Detroit. Time: Jan. 24, 1955. 
Western.—Chairman: Dr. Victor Goodhill, 2007 Wilshire Blvd., Los Angeles. 
Place: The Town House, Los Angeles. Time: Jan. 15-16, 1955. 


AMERICAN OToLocicaL Socrety, INc. 
President: Dr. D. E. Staunton Wishart, 170 St. George St., Toronto 5, Canada. 
Secretary-Treasurer: Dr. John R. Lindsay, 950 E. 59th St., Chicago 37. 
Place: Hollywood Beach Hotel, Hollywood, Fla. Time: March 17 (afternoon), 18 (fore- 
noon and afternoon), and 19 (forenoon), 1955. 


AMERICAN OTORHINOLOGIC SOCIETY FOR THE ADVANCEMENT OF 
PLASTIC AND RECONSTRUCTIVE SURGERY, INC. 


President: Dr. Matthew S. Ersner, 1915 Spruce St., Philadelphia 3. 
Secretary: Dr. Louis Joel Feit, 66 Park Ave., New York 16. 


AMERICAN SOCIETY OF OPHTHALMOLOGIC AND OTOLARYNGOLOGIC ALLERGY 


President: Dr. Albert D. Reudemann, 1633 David Whitney Building, Detroit 26. 
Secretary-Treasurer: Dr. Michael H. Barone, 468 Delaware Ave., Buffalo 2. 
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effect and penetrating power. 

For a great variety of therapeutic and surgical 
procedures on the pharynx, larynx, trachea, bronchi 
and the eye, you can rely upon prolonged and 
penetrating Pontocaine. 

Effective in anesthetizing mucous membranes of 
the pharynx, larynx, trachea, bronchi and the eye. 


PONTOCAINE 


AYDROCHLORIDE 


Winthrop-Stearns Inc. 
New York 18, N. Y. * Windsor, Ont 


RARER 
THAN A 
PLATYPUS... 


WINTHROP 


Supplied 
for surface anesthesia 
in ophthalmology . . . 
as 0.5 per cent solution 
in bottles of 2 oz. and 2 oz., 
and 0.5 per cent oiniment 
in oz. tubes. 
for surface anesthesia 
in rhinology ...as 2 per cent 
solution in bottles 
of 1 oz. and 4 oz. 


For 5 hour nerve block and 

infiltration anesthesia 
surgical, diagnostic and 
therapeutic 0.15 per cent 
solution, vials of 100 cc. 


Pontocaine (brand of tetracaine} 
trademark reg. US. & Canada 
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For Your Files: Facts About 
The 
DeVilbiss Vaporizer No. 149 


By all standards of judgment, the finest 
vaporizer you can recommend to your pa- 
tients is the DeVilbiss No. 149. Of particular 
importance is the fact that the DeVilbiss 
No. 149 converts 8 to 10 ozs. of water into 
vapor each hour. 


Has automatic safety shut-off. Operates 
8 to 10 hours without refilling. Vaporizer 
bears the seal of the Underwriters’ Labora- 
tories and the Good Housekeeping Seal of 
Approval. Easy to care for and covered by 
complete service policy. You can recom- 
mend the DeVilbiss Vaporizer No. 149 to 
your patients with complete confidence. 
$15.00. The DeVilbiss Company, Somerset, 
Pa., and Barrie, Ontario. 


DEVILBISS 


SOMERSET, PA. 


ATOMIZERS * VAPORIZERS 
NEBULIZERS 


“The Line the Physician Knows and Prescribes” 


.. interesting information 
for your patients 


... reinforcements for your 
own verbal instructions 


The A. M. A.’s Bureau of Health 
Education offers pamphlets on most any 
subject . . . such as these three 

articles on old age: 


HOPE FOR THE AGED 
James A. Brussel 
4 pp. 10¢ 


THE PROMISE OF GERIATRICS 
T. C. Desmond 
16 pp. 20¢ 


STILL LOOKING AHEAD 
28 pp. 


You may obtain a catalogue by writing to: 
A.M.A. BUREAU OF HEALTH EDUCATION 


535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 


Cat. #815/S RISH CARTILAGE KNIFE, 
STAINLESS STEEL, $8.75* 

. Knife designed for “shaving” down 

dorsal nasal cartilage in Rhinoplasty. 


te 


. With each stroke, regardless of pres- 
sure exerted, it is impossible to remove 
more than a paper-thin portion of 
cartilage from the dorsum. 


.It is a valuable addition to the arma- 

mentarium of the Rhinoplastic Surgeon 
in that it offers the advantages of a 
knife which is safe, simple to use and 
assures more exacting results in the 
lowering of the cartilagenous nasal 
dorsum. 


* See page 508, A. M. A. Archives of Otolaryn- 
gology, October 1954. 


Register now for 1955 Catalog 
B. J. FLORSHEIM 


2067 Broadway, at 72 S*. 
New York 23, N. Y. 
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The New and Improved LEWY LARYNGOSCOPE HOLDER 


An external chest support with unusual 
power for obtaining easy and adequate 
exposure with standard laryngoscopes 


through its leverage, this useful new in- 


is described in ARMAMENTARIUM, Vol- 
ume II, Number 1. If you have not already 
received your copy of this publication, 


we'll send it to you promptly upon request. 


strument (with Doctor Lewy’s technique) 


Mueller Cs: 


Instrument Makers to the Profession Since 1895 
330 S. Honore Street, CHICAGO 12, ILLINOIS 


1. SMR EAR SPECULA. Black, non-reflecting, light in 
weight, warm to the touch, non-metallic, can be sterilized. 
Price $2.50 per dozen Rack $2.00 


2. LIGHT SHIELD. Consists of a polished bakelite shield 
to enclose an ordinary 100 watt lamp. This shield can be 
attached to any standard socket and the opening can be 
turned in any direction. The shield avoids danger from 
bursting bulbs and serious burns. 
Price $5.00 shield 


3. SMR EXTENSION REEL. A compact method of carry- 
ing light cord. Serves the double purpose of a reel and 
lamp base. Contains 10 ft. of wire; wt.: 8 oz.; dia.: 33% 
in.; ht.: 1 in. Price $2.30 


4. MALLEABLE CANNULAS. These are furnished in two 
sizes and can be bent into any shape. The proximal end 


is tapered so that it can be attached to your air cut-off 
for drying out an ear, etc. Price $1.25 


Surgical Mechanical Research 


1905 Beverly Bivd. Los Angeles 4, Calif. 


Condenser $3.50 
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For well-tolerated 
therapy of such common 
infections as: 


Pneumococcal infections, 
including pneumonia, with 
or without bacteremia; 
streptococcal infections, 
with or without bacteremia, 
including follicular 
tonsillitis, septic sore 
throat, scarlet fever, 
pharyngitis, cellulitis, 
urinary tract infections 

due to susceptible organisms, 
and meningitis; many 
staphylococcal infections, 
with or without bacteremia, 
including furunculosis, 


septicemia, abscesses, impetigo, 


acute otitis media, 
ophthalmic infections, 
susceptible urinary tract 
infections, bronchopulmonary 
infections, acute bronchitis, 
pharyngitis, laryngotracheitis, 
tracheobronchitis, sinusitis, 
tonsillitis, otitis media, 

and osteomyelitis; 

certain mixed bacterial 
infections; soft tissue 
infections due to 

susceptible organisms. 


Brand of tetracycline 


is now available on prescription from 
Pfizer) Laboratories, Division, Chas. Pfizer & Co., Inc., 
world’s largest producer of antibiotics, 
discoverers of oxytetracyeline and 

the first to deseritbe the structure of 
tetracycline, a nucleus of modern 


broad-spectrum antibrotie therapy. 


Tetracyn Is supplied in such 
convenient dosage forms as Capsules, 
Tablets and Oral Suspension 


(chocolate flavored). 


PTRALE 


/ fi zCl PFIZER LABORATORIES, Brooklyn 6, N. Y. 


Division, Chas. Pfizer & Co., Inc 
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Now Auatlalle 
THE BARTON ENDOTRACHEAL TOVGUE BLADE" 


For Modern Oro-Pharyngeal Surgery 


THE BARTON ENDOTRACHEAL TONGUE BLADE 
provides: 

. An unobstructed airway avoiding hypoxia 

. A more pleasant general anesthetic. 

. No interference with surgical field. 


. Complete protection against tracheobronchial aspiration 


THE BARTON ENDOTRACHEAL TONGUE BLADE 
is manufactured in three sizes to fit any patient from infant 
to adult. . . . Sizes 28F, 30F, 42F. All blades fit the Crowe- 
Davis or similar mouth-gags. Set of three $40, Individually $15 


*Barton, R. T.: Instrument for endotracheal anesthesia during oro-pharyngeal surgery. J. A. M. A 
153:1017 (Nov. 14) 1953. 


A QUALITY INSTRUMENT OF AIRCRAFT STAINLESS STEEL 
ORDER BARTON ENDOTRACHEAL TONGUE BLADES FROM: 


The Broton-Hiltra Company 
Box 11324, Briggs Station Los Angeles 48, California 
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SHARP 
DOHME 


DIVISION OF MERCK & CO., Inc 
Philadelphia |, Pennsylvania 


Vinethene minimizes emotional trauma by inducing anesthesia swiftly and not unpleasantly 


Patients don’t fight induction with 


VINETHENE. 


(VINYL ETHER FOR ANESTHESIA U S P., MERCK 


ADVANTAGES: Induction with VINFTHENE is rapid, excitement 
rare, and nausea uncommon. Easily administered via open or 
semi-closed technics. Swift recovery has been routinely observed. 
INDICATIONS: For inducing anesthesia prior to use of ethyl ether 
for maintenance; for short operative procedures; for comple- 
menting nitrous oxide or ethylene. 


SUPPLIED: In bottles of 25 
ce.. 50 ce., and 75 cc., each 
COUNCIE with aconvenient dropper-cap. 
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